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EPEATED explosive attacks of vertigo as- 
sociated with unilateral deafness and tin- 
nitus and occurring in the absence of any de- 
monstrable etiology may be properly spoken of 
as Méniére’s disease. They can now be perma- 
nently prevented in practically every instance 
by division of either the vestibular portion or 
the entire eighth cranial nerve at the internal 
auditory meatus. If untreated, these attacks, al- 
though not in themselves fatal, lead in many, if 
not, eventually, in most instances, to complete in- 
validism. They may be so severe as to cause in- 
jury from falling. Furthermore, a high degree 
of neurosis based on a perfectly justifiable fear 
of an unexpected disabling attack of vertigo is 
associated with them. 
Despite the fact that there are now on record 
reports of 75 or more well-authenticated cases 
all cured by one or the other of these surgical 


procedures, and despite their widespread use as | 7p, 


evidenced by articles written from Roumania,' 
France,”:* England,‘ Canada,’:* the Pacific 
Coast,” and the South Atlantic States, there 
is no record in the past 5 years of the adoption 
of this method in New England. This paper 
represents, in part, an attempt to correct such 
neglect by bringing these operative procedures te 
the notice of the surgeons and otologists local- 
ly, and in addition presents certain material 
relative to the causation of the disease, ineclud- 
ing data from 14 cases of my own. These cases 
include both Méniére’s disease and other types 
of aural vertigo. Among them is one of bilat- 
eral disease. Section of both vestibular nerves, 
a procedure that I believe has only been carried 
out once before,'' produced complete relief in 
this instance. 

*From the Neurosurgical Service at the Boston City Hospi- 


tal. 
Read at the annual meeting of the New England Surgical 
idgeport, Conn. 936. 


Society, Br , September 25, 1 
tMunro, Donald—Assistant professor of neurological surgery, 
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“This Week's Issue,’’ page 571. 


The diagnostic term Méniére’s disease is al- 
most universally in use as a synonym for all 
kinds of aural vertigo. The fact is that only 
one type may, in the present state of our knowl- 
edge, be properly classed as Méniére’s disease. 
This differs from all other forms of aural ver- 
tigo in that there is no demonstrable etiology 
for the vertiginous attacks. This has been em- 
phasized by Davis’? in a study of 100 cases of 
vertigo. I have taken the liberty of reproduc- 
ing his figures (fig. 1). Other attempts to pro- 
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vide an etiology for Méniére’s disease have pro- 
duced a considerable number of bizarre sugges- 
tions during the past 5 years. Among these are 
the eating of meat,’* orris powder anaphy- 
laxis,'*»'° toxicity from any cause, that is, to- 
bacco and so forth,’® lead poisoning,'* retention 
of sodium,'* inereased extracellular fluid,’® foci 
of infection,”® encephalitis," and finally a tem- 
porary accumulation of fluid in the labyrinth 
‘fof such nature as to class this disease with 
epilepsy, eclampsia, migraine, angina pectoris, 
bronchial asthma, allergic disease, gout and so 
forth.’’** It is also recognized, of course, that 
such well-known pathologie entities as tumors of 
the pons and cerebellopontine angle,’ arachnoidi- 
tis.'° syphilitic meningitis,“* aneurysm of the 
basilar artery,** and pressure on the eighth 
nerve by normal or abnormal vessels’ may at 
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times produce attacks which will simulate close- 
ly those seen in true aural vertigo. 

Such a confusion of ideas strongly suggests 
not only ignorance as to much of the underly- 
ing pathology of vertigo—which is generally ad- 
mitted—but an even more fundamental ig- 
norance of the physiology of equilibration. Rade- 
maker* has been the only one to recognize this 
fact. In an exhaustive monograph he points 
out that up to the present all the work on 
equilibrium has been nonphysiologic. Its char- 
acteristic has been such as to show that the 
labyrinths act as organs in control of imbal- 
ance rather than as organs which maintain a 
balanced position of the individual in space. 
He defines the latter as a mechanism which ini- 
tiates stabilizing reactions, through which the 
line of the center of gravity remains within or 
is returned to within the limits of the base that 
sustains the mass. He then demonstrates on ani- 
mals and man that normal labyrinthine reac- 
tions occur in response to rectilinear vertical 
or to rotary movements of the individual as well 
as by a change in the position of the labyrinths 
through the action of gravity. These reactions 
involve primarily the head and eyes and sec- 
ondarily the body and extremities. They are 
motivated by the endeavor of the semicircular 
canals and otoliths to maintain or to return the 
head and eyes to their normal static position 
in space in a frontal plane and in such a man- 
ner as to keep the bitemporal axis horizontal. 
They are also characterized, in part, at least, 
by overcorrection. Rademaker presents evidence 
to show that if both labyrinths are active they 
must be correctly integrated one with the other 
and in such a way as to prevent overaction of 
one as opposed to the other. This joint action 
of the labyrinths is particularly necessary in 
maintaining the static position of the animal in 
space through the proper control of the postural 
tonus of the extremities. It can also be accom- 
plished by one labyrinth alone provided, how- 
ever, that the other is completely dead. With 
both labyrinths dead this special function is com- 
pletely lost until such time or in such cireum- 
stances as visual and proprioceptive stimuli can 
be substituted. It is important to emphasize 
the fact that lack of stability is the character- 
istie result of unbalanced and disintegrated ac- 
tion of the two labyrinths when acting simulta- 
neously. On the other hand either the balanced 
integrated action of both labyrinths or of one 
labyrinth alone, the other being completely dead, 
will produce normal responses. These occur in 
the eyes, head, body and extremities and lead 
to the maintenance of a normal position in space. 
in the presence of disintegrated labyrinthine ae- 
tion, sensations of vertigo are produced. With 
unilateral labyrinthectomy the sense of balance 
is entirely normal. 


Anatomically the possibilities of producing 
either complete integration or varying degrees 
of disintegration of the simultaneous activity of 
the two labyrinths are almost beyond computa- 
tion. Cobb** states that the vestibular nerve 
from either ear is made up of five main trunks, 
each of which runs to one of five nuclei in the 
medulla. These nuclei are linked one with an- 
other by long and short connecting neurons. 
By these and other longer connections the two 
nuclear groups are themselves interconnected 
and communication is estab!ished between them 
and the spinal anterior horn cells, the cere- 
bellum, the nuclei of oculomotor nerves, the va- 
gus, the sympathetic chains, and so forth. This 
provides, of course, for a synergic integrated 
motor response to any stimulus initiated in the 
vestibular end organ, and thus establishes the 
mechanism of balance. But it also permits the 
stimulation of either or both labyrinths by ex- 
traneous sensory impulses. These may arise 
from practically any place in the body and may 
be either normal or abnormal. There is at least 
an anatomic possibility, then, that the normal 
activity of either of the labyrinths may at 
any time be so altered as to destroy its inte- 
grated action with its fellow. This results in the 
production of the sensation of vertigo. Such 
disintegration may conceivably be due to either 
too great or too little stimulation of the end 
organ. Neither requires nor eliminates the pres- 
ence of abnormal organic changes elsewhere in 
the body. 

It is evident that under such provisions true 
Méniére’s disease, as described above, can on an- 
atomic and physiologic grounds be due in part 
to a temporary explosive overfunctioning of one 
or the other labyrinth. This explanation has 
also been advanced by Thornval*® and is satis- 
factory so far as it goes. It does not, however. 
offer an explanation of the cause behind the 
functional overactivity or account for the pro- 
gressive deafness or tinnitus. The attempts 
made to solve this problem have usually been 
undertaken as follows: <A certain method of 
treatment, believed by its author on theoretical 
grounds to be of possible use in the therapeusis 
of either aural vertigo or Méniére’s disease, is 

tried on a number of patients suffering from the 
disease in question. If symptomatic relief is 
successfully produced, the condition which the 
therapeusis was designed to correct is then 
stated to be the cause of the disease. From this 
convenient premise it is but a short step to the 
conclusion that, the cause having been discov- 
ered, the treatment must be that therapy which 
corrects it. This may well be true in certain 
instances. Thus the overingestion of meat, as 
Muck" claims, may in certain patients under 
special conditions produce vertigo. In the same 
way abnormal sodium content in the body** 
must also be considered as a theoretical possi- 
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bility under other conditions. On demonstra- 
ble objective grounds, however, orris root has 
stronger claims as an etiologic factor than either 
sodium or meat, yet it would be the height of 
folly to insist that the proper therapeusis for 


quinine. Liquid diet once a week, treatment 
by dehydration and, more recently, and not in- 
cluded by Ramadier, the salt-free diet of Furs- 
tenberg'* and the meatless diet of Muck™ have 
all been recommended. Physiotherapy in the 


FIGURE 2. 
posterior cranial fossa. The 


The partial division of the eighth nerve in the 
location of the incision is shown 


in the center sketch. ‘The solid line represents the preferred type. 
A. The division of the muscle on a separate plane from that 


of the skin and galea. 
dura incised. The 


B. The bone has been removed and the 
thumb 


forceps just above the lighted 


retractor are puncturing the wall of the cisterna magna. D. Th 
cerebellum is retracted medially, exposing, above, the ninth and 
tenth nerves and just below, the eighth nerve split into 2 divi- 


sions, 
nerve has been cut. 
intact. 
Méniére’s disease is the withdrawal of the pa- 
tient from all contact with orris root. 
Ramadier*’ has summed up the various meth- 
ods of treatment applied to all forms of aural 
vertigo under the title ‘‘The Treatment of Ver- 
tigo.”’ These include adrenalin, atropine, lumi- 
nal, pilocarpine, amyl nitrite, acetylcholine and 


E. The superior or vestibular division of the eighth 
The inferior or cochlear portion remains 


form of high frequency current, diathermy, 
ionization and even radiation have all been used. 
Surgically, decompression of the posterior fossa 
with or without opening the dura,*’ lumbar 
puncture,** puncture of the lateral cistern, pune- 
ture of the saccus endolymphaticus (Port- 
mann),*° decompression of the internal ear, de- 
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structive labyrinthectomy*®:*! section of 
the entire eighth nerve all have their advo- 
cates. In addition, Mollison®* injects alcohol into 
the canals, Putnam* destroys the labyrinth by 
electrical coagulation through an opening in the 
anterior aspect of the petrous ridge, and Bour- 
advocates labyrinthotomy. 

Two among the medical methods merit fur- 
ther discussion, not on account of the accuracy 
of the work, but only on account of the number 
of cases reported as relieved. Neither author 
offers any explanation of the fact that while 
Méniére’s disease is almost without exception 
unilateral, their theories of the causation of 
the disease depend upon general systemic al- 
terations which must of necessity act upon both 
labyrinths simultaneously. The explanation that 
one labyrinth is for some unknown reason more 
susceptible to sodium or to edema begs the ques- 
tion and of itself negatives their claimed thera- 
peutie efficiency. 

Dederding’s'® dehydration therapy can be 
dismissed with a word because the reported 
methods of determining fluid intake and output 
are so grossly inaccurate as to make it impos- 
sible to judge of the effect of treatment. Furs- 
tenberg’s'* low sodium diet must also fall by 
the same tests. No objective data on the sodium 
content of the blood of his patients in relation 
to their attacks are given, nor were they, appar- 
ently, obtained. It is, without doubt, true that 
with a salt-free diet and the administration of 
such large amounts of ammonium chloride as 
are recommended, the sodium content of the body 
can be lowered and an acidosis set up. This 
does not mean, however, that normal plasma 
sodium or an alkalosis is the cause of either 
Méniére’s disease or aural vertigo. This method 
is, nevertheless, still worthy of trial provided 
the patient is willing to go to the trouble. In- 
cautious promises of cure should be avoided, 
however, as reports of failures are already being 
made. MeKenzie® has had one such ease, I have 
had four and Dr. Willard Parker has permitted 
me to report that he also has had a partial fail- 


ure, 

Of all the surgical procedures advised for the 
treatment of Méniére’s disease, there is only one 
that is properly applicable. This is section of 
the whole or part of the eighth cranial nerve in 
the posterior fossa as first done by the late Dr. 
Charles Frazier and recently popularized by 
Dandy.’ Critical examination of the reports of 
cases relieved of their vertigo by other surgi- 
cal methods reveals the fact that there was a 
demonstrable objective etiology in every case 
and that the condition relieved was not Mén- 
iére’s disease but the much more common aural 
vertigo. Even were this not so, the majority of 
these procedures are now outmoded. This is 
because they destroy not only the semicircular 
eanals but also the patient’s ability to hear. 
With section of the vestibular portion of the 


eighth nerve as recommended by McKenzie 
and Dandy® there is complete retention of the 
preoperative hearing as well as relief of the 
vertigo. 

This operation (fig. 2) is performed through 
a unilateral cerebellar approach. The skin and 
galea are divided through a superficial incision 
differing from Dandy’s in that the medial line 
follows the mid-line of the neck. This eliminates 
most of the rather severe bleeding that other- 
wise occurs. The muscles are then divided on 
a separate plane, and the bone trephined and 
removed in such a way as to get the maximum 
of lateral exposure and enough medial exposure 
to permit emptying of the cisterna magna after 
opening the dura. This permits medial retrac- 
tion of the cerebellum, and exposure and divi- 
sion of the wall of the lateral cistern. With 
this cistern open, the eighth nerve is plainly 
visible and its anterosuperior half ean be iso- 
lated from the underlying facial nerve and in- 
ternal auditory artery, and divided with any 
appropriate instrument. The dura is then closed 
tightly, after which the soft tissues are sutured 
in layers with interrupted fine silk stitches and 
without drainage. The only untoward technical 
difficulty arises when one of the bridging cere- 
bellar veins is torn. I agree heartily with 
Cairns' that attempts to coagulate the resultant 
hole in the sinus are doomed to failure. <A 
stamp graft of muscle held in place by a piece 
of moist cotton and suction will control the 
bleeding perfectly, however. I have done this 
operation with complete suecess on five patients 
suffering from true Méniére’s disease. I have 
also treated in a similar way, but with only 
varying success, five other individuals in whom 
the diagnosis was aural vertigo. One of these 
latter patients had a bilateral syndrome and has 
had both vestibular nerves sectioned with com- 
plete relief. A more detailed description is ap- 
pended with the case reports. I have also used 
this operative approach twice for the purpose 
of denervating malignant growths about the face 
and throat, the ninth and fifth nerves being 
sectioned simultaneously in each ease. 

Since this operation is peculiarly adapted to 
the treatment of Méniére’s disease, it necessarily 
follows that the indications for its use are equal- 
ly limited. Within its proper field, however, if 
one may judge from the reported results, it is 
in the neighborhood of 95 per cent efficient in 
the relief of the typical attacks of vertigo. Me- 
Murray” reports three eases in which vertigo 
persisted after operation. These are the only 
failures I have been able to find where the pro- 
cedure has been carried out on properly selected 
patients. My series, though small, has given 
completely satisfactory results (fig. 3). 

It is not difficult to choose the eases that are 
suitable for nerve section. The diagnosis is as 
apparent as the classical syndrome is unmistaka- 
ble. The disease starts as either deafness or tin- 
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nitus that is limited to one ear. After a vary- 
ing length of time the other symptom appears, 
sometimes before and sometimes at the same 
time as explosive attacks of vertigo. These at- 
tacks are completely disabling and usually ac- 
companied by nausea and vomiting. During the 
attack the patient avoids all movement and is 
almost always bedridden. The vertigo per se 
has no characteristics. Nystagmus may or may 
not be present during the attack. Loss of con- 
sciousness is extremely rare. The attacks come 
on without warning and under any conceivable 
condition. There is a tendency to remissions 
which last for shorter and shorter periods, and 
a point is finally reached where the symptoms, 
to all intents and purposes, are constantly pres- 
ent. The significant etiologic factor is never 


rent Marchi degeneration in a section of 


4. Appa i 

a piece of eighth nerve which was removed after partial division 
fo Méniére’s disease. The anatomic septum between the ves- 
tibular and cochlear portions is obvious. The vestibular portion 

the larger and includes the whole width. ‘The fibers, as 
McKenzie® has noted, are much larger here than those in the 
cochlear division. The smaller portion is a part of the cochlear 
nerve. 


demonstrable in the true syndrome. This ap- 
mae particularly to the vestibular tests, although 

hornval*®*® claims that he can show a slight de- 
crease in vestibular activity on the diseased side 
in half of his cases. He has developed a more 
refined method of making caloric tests and 
with its aid has been able at least to state defi- 
nitely that no overactivity is ever present. Sec- 
tion of the nerve affords complete relief in the 
classical case and can be safely performed on 
both sides if the disease is bilateral. 

In the hope of relieving some of the pseudo- 
Méniére attacks, I have extended the indications 
for operation so as to include certain other cases 
of vertigo. The results have been much less 
striking but nevertheless seem to me to be worth 
while. They are detailed in figure 3 under the 
heading, Aural Vertigo. 

Because of the characteristic remissions and 
the possibility of spontaneous cure of the ver- 


tiginous attacks in both true and _ pseudo- 
Méniére’s disease, this operative procedure 
should still be reserved for use as a final thera- 
peutie effort. A careful investigation into all 
possible or probable causative factors should be 
carried out. Unless the patient is completely 
invalided he should have the benefit of a trial 
on the salt-free diet. His life should be re- 
adjusted if necessary and luminal or a similar 
drug administered in appropriate doses. li 
after this he is still unable to work, or is de- 
veloping a fear neurosis or cannot or will not 
carry out dietary instructions faithfully, then 
and only then will operative interference be 
justified. If section is limited to the vestibu- 
lar portion of the nerve, all the hearing that 
was present before the operation will be con- 
served. If the operator is familiar with his field 
and his technic is good, the mortality will eer- 
tainly be below 0.5 per cent. The only failure 
will lie in the treatment of the tinnitus. This 
may or may not be relieved and no assurance 
either way can be given in advance. Pathology 
within the nerve as evidenced by the study of 
biopsied portions has never been found. Marchi 
degeneration as shown in figure 4 is due to 
mechanical damage at the time of removal and 
not to pre-existing disease. 

During the postoperative convalescence, at- 
tacks of dizziness are common. They are espe- 
cially liable to occur when the head is moved. 
These may last for several weeks but usually 
clear up in a week. They are never permanent. 
Diplopia and skew deviation also occur at this 


time. These are fleeting symptoms and give lit- 
tle trouble. Nystagmus is extremely common 


and tends to last for some time, although the 
patient is usually unaware of its presence. It 
is probable, in view of Rademaker’s work,** that 
all these symptoms merely represent overactiv- 
ity of the remaining labyrinth in its attempt 
to adjust itself to the new conditions under 
which it must function. He has produced them 
all in normal animals by removing one laby- 
rinth. 

Neurosis due to lack of self-confidence or fear 
of more attacks is the most persistent and dif- 
ficult postoperative symptom that I have en- 
countered. It is best handled by allowing the 
patients to demonstrate to themselves that they 
ean in faet resume their old activities and in- 
terests. Gentle prodding, often through the co- 
operation of friends and relatives, will prove 
helpful and is usually necessary. Great care 
should be taken, however, to avoid any ap- 
pearance of coercion. 


Temporary facial paresis has resulted twice 
from the operative procedure. The first time 
was in one of the earliest cases, and although 
the nerve was not knowingly damaged, the ex- 
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posure was poor and it may have been trau- 
matized. The second followed accidental divi- 
sion of a very large nerve of Wrisberg in an at- 
tempt to divide all the vestibular fibers. This 
usually small structure was as wide as the eighth 
nerve itself although not particularly thick. Its 
division produced, in addition to the temporary 
facial paresis, a partial loss of the sense of taste 
on the homolateral side of the tongue. 

The small group of unoperated cases and the 
one case of bilateral electrocoagulation of the 
semicircular canals is not large enough to be 
of any interest except from a diagnostic point 
of view. 


CasE Reports 


True MENIERE’s DISEASE 


No. 1013. Méniére’s disease. Cure after total sec- 
tion of the left eighth nerve. Male, aged 65 years, 
admitted July 28, 1933. This patient was well until 
three years before entrance. At that time he had 
his first attack of loss of balance with staggering. 
This developed after he heard a high-pitched screech 
from the wheels of an electric car that had just 
turned a corner. It was followed by a succession 
of minor attacks which culminated in another severe 
episode one month ago. He has been bedridden 
since and is extremely apprehensive. Nausea and 
vomiting have accompanied most of the attacks. His 
left ear first became deaf three years ago and more 
recently tinnitus has appeared. When the attack 
occurs he states that “something in my left ear 
bursts, spreads out, and knocks me dizzy” and he 
has “to grab at the nearest object” to keep from 
falling. As a result he “does not dare stand on his 
feet most of the day”. Life is becoming steadily 
unsupportable, he cannot sleep in a bed, he cannot 
stand for fear of falling, he does not leave the house, 
and he can no longer eat due to constant nausea 
and vomiting “being perpetually sea-sick”. 

Physical examipation revealed marked arterio- 
sclerosis with arteriosclerotic heart disease and a 
blood pressure of 195/115. He was almost totally 
deaf in his left ear and the vestibular function of 
that ear was somewhat diminished. The Wasser- 
mann was negative. There was no cause for his at- 
tacks and he had never had ear disease of any 
sort. 

A total section of the left eighth nerve was done 
under avertin and local anesthesia five days after ad- 
mission. The patient made an uneventful conva- 
lescence except for hiccoughs and an attack of acute 
dilatation of the stomach. Nystagmus, skew devia- 
tion and diplopia were present for a short time 
after the operation. 

He was heard from in the fall of 1936 at which 
time he was suffering from cataracts with attend- 
ant disability on account of loss of sight. He still 
had tinnitus but was otherwise free of symptoms 
and considered the operation a great success. 


No. 1092. Méniére’s disease. 
tion of the left eighth nerve. Male, aged 43 years, 
admitted September 4, 1933. For two years prior 
to admission he had tinnitus in the left ear. One 
year before admission he began to get progressively 
deaf. Three weeks before he became suddenly dizzy 
and felt as though he would fall. He sat down on 
the curbing and had to be taken home in a taxicab. 
The attack kept him at home three or four days, 
during which time the dizziness persisted and the 
things in the room seemed to whirl about. Ten 


Cure after total sec- 


days later he suddenly had another severe attack 
as he attempted to arise from the table, and would 
have fallen to the left if his brother had not caught 
him. Four days before admission he had another 
similar attack at a baseball game. He has never 
had ear disease of any kind and knows of no cause 
for his attacks. 

Physical examination is negative except for a 
complete corneal opacity in the right and hazy 
media in the left eye which have been developing 
following an injury to his right eye 23 years ago. 
His blood pressure is 104/68. There is marked deaf- 
ness of the left ear and normal vestibular activity 
on caloric tests. The Wassermann is negative. 

A total section of the left eighth nerve was done 
under ether anesthesia nine days after admission. 
The patient made an uneventful convalescence except 
for postoperative dizziness and nystagmus, which 
had both cleared up by the time he was discharged 
one month after admission. 

He was last seen about two and a half years later. 
At this time he was almost totally blind and had 
been completely inactive on that account for a year 
or more. He has had no further attacks but tin- 
nitus persists. His chief complaint is pain on the 
top of his head with no demonstrable cause. A 
high degree of invalidism and neurosis due to his 
blindness is present. 


No. 1194. Méniére’s disease. Cure after total sec- 
tion of the right eighth nerve. Female, aged 45 years, 
admitted November 27, 1933. For 23 months she has 
noted a buzzing in her right ear and for eight months 
has been deaf in that ear. Five months before ad- 
mission she had her first attack of dizziness with 
nausea, vomiting, staggering gait and headaches. 
This kept her in bed for ten days. A second at- 
tack occurred two months ago, following which the 
dizziness has been constant. Twelve days ago she 
had a sudden loss of consciousness and fell, biting 
her tongue. Ten days ago she had what is best 
described as a temporary right hemianopia. She 
has had no ear disease of any sort and knows of 
no cause for the attacks. 

Physical examination was negative except for 
obesity, marked myopia and left external strabismus. 
Blood pressure was 150/90 and the Wassermann was 
negative. There was a moderate loss of hearing in 
the right ear and the vestibular tests showed im- 
paired labyrinths on both sides although slightly 
more on the right. 

A total section of the right eighth nerve was done 
on December 30, 1933, after she had returned from 
spending Christmas at her home. The anesthetic 
was avertin and ether. The convalescence was un- 
eventful except for fleeting nystagmus. 

She was last seen in August, 1936. She states that 
she has been entirely free from all symptoms ex- 
cept tinnitus. Caloric tests show a dead labyrinth 
on the right and normal activity on the left. She 
is leading a normal life. 


No. 2061. Méniére’s disease. Cure after partial 
section of the left eighth nerve. Female, aged 57 
years, admitted November 25, 1935. This patient 
had always been well up to 10 years before admis- 
sion. At this time she had the first of yearly at- 
tacks of dizziness. They have all come on suddenly 
and without cause. The attacks were momentary 
up to seven years ago. At that time the attack lasted 
about one hour and was the first to be accompanied 
by nausea and diarrhea, but still without tinnitus or 
deafness. Six years ago these severe attacks began 
to come on every 10 days or so, especially when 
she changed the position of her head suddenly. 
During the past three months they have become 
almost constant, and during the past six months she 
has had to spend 16 or more hours out of the 24 in 


Vol. 2 


VOL, 216 
NO. 13 


NEW ENGLUAND 


SURGICAL SOCIETY—MUNR®O 


547 


bed. Intermittent tinnitus has been present for one 
year. So far as she knows there has been no deat- 
ness except on the left. Subjectively she has been 
totally deaf on this side for 37 years following an 
attack of mumps. She had abscesses of both ears 
between the ages of seven and ten, but no trouble 
since. During the first part of her disease, lumina! 
relieved the attacks. This no longer heips. 

On physical examination there are old perfectly 
healed perforations in both drums which are other- 
wise normal. She has moderate periarthritic thick- 
ening in the hands and wrists. There is moderate 
peripheral arteriosclerosis. The Wassermann is neg- 
ative and the blood pressure 110/89. There is an 
average of 77 per cent loss of hearing on the left, 
the right ear being essentially normal. There is a 
greatly diminished response to labyrinthine stimu- 
lation of the left ear. The right shows a norma: 
response. 

A partial section of the left eighth nerve was 
done under avertin, local and ether anesthesia. The 
vestibular portion only was divided. The nerve was 
in two distinct sections. The convalescence was 
normal except for delay caused by a very consid- 
erable degree of unwillingness to undertake new ac- 
tivities on account of fear of bringing on another 
attack. There were also temporary dizziness, skew 
deviation and diplopia postoperatively. She was dis- 
charged on January 4, 1936. Audiograms on dis- 
charge showed no change from the preoperative find- 
ings in either ear. The vestibular tests were not 
repeated. 

She was iast heard from in September, 1936. At 
this time she was leading a normal life and was 
and had been free from all her preoperative symp- 
toms. 


No. 2194. Méniére's disease. Cure after partiai 
section of the right eighth nerve. Male, aged 38 
years, admitted May 29, 1936. This patient was well 
up to 10 years ago. At that time he began to have 
ringing in his right ear. Three years ago he also 
noticed that he Was losing his hearing in this ear, 
a loss which has steadily increased. One year ago 
he had his first attack of vertigo, associated with 
nausea and lasting three minutes. This came on 
suddenly with no apparent cause. This type of at- 
tack has been repeated about once a month since, 
the attacks getting more and more severe. He has 
had no trouble of any sort with his ears and knows 
of no cause for the attacks. He has been on a 
salt-free diet with ammonium chloride for the past 
month without any relief. 


Physical examination is negative except for an 
abnormally active carotid sinus reflex on the right. 
Audiograms show a hearing loss that is bilateral 
but greater on the right. Caloric tests show essen- 
tially normal labyrinthine reactions in both ears. The 
Wassermann is negative and the blood pressure is 
110/80 

On May 13, 1936, a partial section of the right 
eighth nerve was done under avertin and ether anes- 
thesia. The nerve, when exposed, was found not 
to be split, so the upper half was divided. As the 
whole structure looked small I made an extra effort 
to get all the vestibular fibers, and in so doing sec- 
tioned a large pars intermedia, or nerve of Wris- 
berg. This was as wide as the whole of the eighth 
nerve although not so thick. The convalescence was 
uneventful, being complicated only by postoperative 
dizziness for a short period. There were a partial 
facial weakness, which was clearing on discharge, 
and a subjective distortion of the sense of taste ac- 
companied by an objective loss of the ability to dif- 
ferentiate salt and sweet on the right half of his 
tongue. Audiograms at discharge showed slight loss 
of hearing in both ears within the limits of error 


of the apparatus, and caloric tests of the labyrinths 
showed a dead labyrinth on the right. 

This patient was last heard from by letter on 
October 10, 1936. He has been at work since three 
weeks after his discharge. He works five eight-hour 
days, and sometimes an extra half day every week. 
He writes that “the work is close work with quite a 
lot of figuring but it doesn’t seem to bother me 
much.” He walks up and down a steep hill to and 
from work, and in addition often takes a walk of 
“about a mile” at night. The tinnitus is still pres- 
ent. He is no longer dizzy but does have periods 
of increased tinnitus with practical loss of hearing 
once every four weeks. These episodes last 
two or three minutes. His face had returned to 
normal three weeks after discharge and is “now no 
different from what it ever was”. He reports his 
sense of taste as being normal although at times 
he “gets a little disagreeable taste in the right side of 
his mouth.” He still has some apparent nystagmus. 


No. 2294. Ménicére’s disease. Unoperated and un- 
der treatment with Furstenberg Diet.* Male, aged 
58 years, admitted August 10, 1936. This patient 
was in good health up to 10 months ago. At that 
time he had a sudden attack of vertigo which forced 
him to lie down. It was accompanied by violent 
nausea and vomiting. Similar attacks have re- 
curred about every three weeks, and last on an 
average of two hours. Shortly after the onset of his 
first attack he noticed deafness in his left ear. He 
has never had any tinnitus. He has never had ear dis- 
ease of any kind and knows no cause for his attacks. 
He has been under medical supervision on a salt- 
free diet with ammonium chloride for about three 
months. However, he persists in either omitting the 
ammonium chloride or adding to his diet and has had 
little if any relief. There is a history of chronic 
constipation. 

Physical examination shows a right inguinal hernia 
and mild arteriosclerosis. The Wassermann reaction 
is negative and the blood pressure is 106/68. Audio- 
gram shows an average 32 per cent loss of hearing on 
the right and 73 per cent on the left. Caloric tests 
give labyrinthine reactions that are within normal 
limits in both ears. 

This patient was not operated upon but was dis- 
charged to the care of his own physician for treat- 
ment with the salt-free diet and ammonium chloride. 
His physician reports late in September, 1936, that 
his attacks continue, and adds that although he sticks 
to his diet it is almost impossible to make him take 
the ammonium chloride. On this account operation 
has now been advised and will be performed shortly. 


AURAL VERTIGO 


No. 2129. Aural vertigo following traumatic laby- 
rinthitis, An estimated 80 per cent relief after par- 
tial section of the right eighth nerve. Male, aged 
40 years, admitted January 4, 1936. This patient had 
been well up to August, 1936. At that time he fel! 
and struck the right side of his head, probably losing 
consciousness. The following morning he had a 
severe headache, was extremely dizzy and com- 


.| plained of marked tinnitus and deafness in his right 


ear. The headache and dizziness left during the 
following two weeks, but were replaced by spells 
of vertigo that came on without apparent cause. A 
diagnosis of traumatic labyrinthitis had been made 
and he had been under medical treatment to the 
date of his admission. He has had no history of 
previous ear disease of any kind and he did not 

bleed from either ear at the time of his accident. 
*This patient continued to have disabling attacks and on 
October 14, 1956, the vestibular portion of his left eighth nerve 
ut. The nerve was found unsplit and the upper two thirds 


was c 
were divided. He is convalescing satisfactorily. 
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Physical examination is negative except as fol- 
lows: bilateral deafness and bilateral diminution of 
labyrinthine response to caloric tests, a positive 
Romberg in that he fallg backward, and a tendency 
to bear to the right when walking. His Wasser- 
mann is negative and his blood pressure 132/80. 

On February 10, 1936, a partial section of the right 
eighth nerve was done under avertin, local and 
ether anesthesia. Owing to the shape of the pos- 
terior fossa the cerebellum was subjected to an 
unusual amount of trauma. The eighth nerve was 
found not to be split and the upper two thirds of 
its fibers were cut. 


On February 12, after two days of stormy conva- 
lescence complicated by a rather high degree of 
acidosis, the patient suddenly lapsed into coma. It 
was apparent that active treatment was imperative, 
so the cerebellar wound was reopened at once. In- 
asmuch as the patient had stopped breathing while 
being transported to the operating room, this proce- 
dure had to be carried out under artificial respira- 
tion. There were an extradural clot and consider- 
able surface necrosis of the cerebellum and a very 
high intracranial pressure. Following the removal 
of the soft brain tissue and clots, the pressure 
dropped, spontaneous respiration returned and his 
pulse improved. As a further safety measure a 
needle was placed in the right lateral ventricle 
through a separate trephine in the posterior parietal 
bone. The ventricle was emptied slowly, a large 
amount of fluid being obtained. The needle was 
then replaced with a winged cannula, and the wounds 
sutured. Two days later this cannula was removed, 
the patient being free of all symptoms. Two weeks 
later he developed an acute infection of the left 
middle ear. This condition continued with the ear 
draining for another two weeks. Convalescence was 
otherwise uninterrupted except that he was slow to 
get about on account of his fear of more disabling 
attacks of dizziness. His almost total deafness fur- 
ther complicated the situation. At discharge on 
March 24, 1936, audiograms showed 90 per cent loss 
of hearing in the right ear and 60 per cent in the 
left. The readings were not reliable, however, on 
account of the patient's lack of cooperation. The 
caloric tests were even more unreliable. 

He was last heard from in August, 1936, when he 
reported that the dizziness had gone. The tinnitus 
persists, however, and he has a headache in the 
region of the wound. The right labyrinth is proba- 
bly dead. The Romberg is now gone but he still 
tends to veer to the right in walking. The hear- 
ing has improved considerably in the left ear. The 
patient states that he has been distinctly benefited 
by the operation. 


No. 2095. Aural vertigo associated with syphilis 
as evidenced by the history and a positive Wasser- 
mann. No relief following a partial section of the 
left eighth nerve. Male, aged 64 years, admitted 
October 12, 1935. This patient states that he had 
always been well up to three weeks before admis- 
sion. At this time he first noted dizziness which has 
persisted. It occurred in attacks at indefinite inter- 
vals during the day and was sometimes associated 
with nausea and vomiting. Tinnitus in the left ear 
was also present during the dizzy periods. He had 
lost 20 pounds in weight just prior to admission. 
On the medical service he was found to have hemat- 
uria, shown by the general surgical service to be 
due to a papilloma of the bladder, which was re- 
moved. Following this episode he was put on a 
salt-free diet with ammonium chloride, on the neuro- 
logic service, until December 9, 1935. This therapy 
gave him no relief. There was an admitted history 
of syphilis and a positive blood Wassermann, so 
potassium iodide was also tried, but here again no 


relief was obtained. Both ear drums had been opened 
in 1881 but he has had no further ear disease. 

On physical examination there was found to be 
moderate arteriosclerosis, lateral nystagmus on look- 
ing to both right and left, and swaying to the right 
in the Romberg test. There was partial deafness on 
the left and the left labyrinth showed diminished ac- 
tivity on caloric tests. The blood Wassermann was 
strongly positive and the blood pressure was 132/87. 
There was an old healed perforation of the left ear 
drum. 

A partial section of the left eighth nerve was 
done on January 8, 1936, under avertin and local an- 
esthesia. The nerve lay surrounded by a loop of 
arteries but was not indented. It was split into 
two distinct bundles, the upper or vestibular part 
being only about one-third the width of the cochlear. 
The vestibular and half the cochlear portion were 
divided. The convalescence was uneventful except 
for transitory postoperative dizziness and furuncles 
over the left thigh and sacrum. He was given neo- 
arsphenamine during convalescence and was dis- 
charged February 8, 1936. 

He was last heard from in August, 1936, when he 
stated that he had not been benefited at all by the 
operation. The attacks persist during the day. Cal- 
oric tests of the labyrinths were unsatisfactory. 


No. 1621. Aural vertigo associated with a chroni- 
cally infected ear. Complete relief following total 
section of the right eighth nerve. Male, aged 63 
years, admitted September 7, 1933. Patient states 
that he has had a constant dull ache in his right 
ear for 20 years. Twelve years ago the right drum 
was opened and an abscess of his neck incised. 
He was symptom-free up to two years ago. At this 
time tinnitus developed on the right and several 
months later he became unsteady in gait. The ear- 
ache returned, and in April, 1932, a radical mas- 
toidectomy was performed. Relief was only tem- 
porary. The vertigo became worse and he had to use 
a cane while walking. Whenever he rose or at- 
tempted to walk he became so dizzy that he had to 
sit or lie down and for the past two months had 
been practically bedridden. He has had no nausea 
or vomiting. He has.become progressively deafer 
in the right ear for the past 10 years. 

On physical examination the residual of an old 
poliomyelitis was found in his left leg and he had 
considerable pulmonary emphysema with marked 
arteriosclerosis and arteriosclerotic heart disease. 
Visual acuity was markedly diminished in both eyes. 
The right ear was almost completely deaf and there 
was a noticeable diminution of the labyrinthine func- 
tions of this ear on caloric tests. There was a healed 
cicatrix with a deep depression replacing the mas- 
toid on the right. 

On October 9, 1933, a section of the right eighth 
nerve was done under avertin, local and ether 
anesthesia. The entire nerve was cut. Convalescence 
was uneventful except for fleeting nystagmus, 
diplopia and skew deviation postoperatively. He 
was discharged October 23, 1933. 

The patient was last heard from in September, 
1936. He reports that he is able to walk with- 
out a cane. He still has some tinnitus but it is 
less frequent. He has no true vertigo but has oc- 
casional attacks of “blackness” before his eyes. His 
right labyrinth is totally dead to caloric tests. There 
has been no change in the condition of his left ear. 
His chief trouble is pain on pressure over the lateral 
half of the operative scar. It is believed that 
this may be a neuroma of the great occipital nerve. 
= - the patient has refused surgical treatment 
or it. 


No. 1067. Aural vertigo associated with vascular 
hypertension and not occurring in attacks in a pa- 
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tient with a psychopathic personality. An estimated 
50 per cent of relief following complete section of the 
right eighth nerve. Female, aged 57 years, admitted 
August 18, 1933. The onset of this patient’s trouble 
dates back 22 years. At this time she began to be- 
come deaf in both ears but more in the right. For 
13 years she has had “noises in her head” which she 
cannot describe in detail. For five months she has 
been getting much worse, a condition that she at- 
tributes “to the death of her husband”. She has had 
on occasions a “whirling noise in her head” but no 
real vertigo. She has had treatment in five hos- 
pitals, two of them for patients with mental dis- 
eases, and has been diagnosed as a psychoneurotic. 
She has threatened suicide, thinks she is going crazy 
and is intensely nervous and depressed. Her frontal 
sinus was drained in 1923 but otherwise she has had 
no ear or nasal disease. 

Physical examination reveals an enlarged heart, 
which causes her marked apprehension, and high 
blood pressure with peripheral and retinal arterio- 
sclerosis. There is bilateral deafness more marked 
on the right. The vestibular reactions to caloric 
tests are normal. The Wassermann is negative and 
the blood pressure is 180/105. 

On August 23, 1933, a complete section of the right 
eighth nerve was done under avertin, nembutal and 
local anesthesia. The convalescence was uninter- 
rupted except for transitory nystagmus and diplopia. 
There was also a temporary facial weakness which 
was gone at discharge. There was a marked neu- 
rosis up to the time of discharge. She moaned and 
cried at trivial things and whenever an audience 
was present. The tinnitus persisted. She was dis- 
charged on September 19, 1933. 

She was last heard from in August, 1936. She re- 
ported then that the dizziness was less severe and 
the attacks were occurring at less frequent inter- 
vals. The buzzing and ringing were worse than be- 
fore operation. The right ear was deaf and the 
right labyrinth dead on appropriate tests. The so- 
cial service investigator states that she is much bet- 
ter than before operation and is now doing all her 
housework and getting about normally. Such ac- 
tivity was impossible for her before operation. 


No. 2265. Bilateral aural vertigo associated with 
a chronic infection of both ears. An estimated 90 per 
cent of relief following partial section of both eighth 
nerves. This patient had had chronically discharging 
ears for the past 23 years following an attack of 
searlet fever. In October, 1933, an acute infection 
of the right mastoid developed and was treated by 
a radical mastoidectomy. Following this operation 
she noticed severe tinnitus and complete deafness 
in this ear, had vertigo and began to stagger when 
walking. A diagnosis of acute labyrinthitis was 
made. In February, 1934, her left ear began to pain, 
the discharge increased and a simple mastoidectomy 
was done on this side. A stormy convalescence fol- 
lowed, complicated by cellulitis of the neck and a 
septicemia. On finally recovering, her original syn- 
drome of tinnitus, staggering and vertigo was worse 
than before. Drainage from the left ear continued 
and in October, 1934, a radical mastoidectomy was 
done. There was no diminution of her symptoms 
and, in addition, she lost much of her residual 
hearing. For two or three months previous to this 
hospitalization severe frontal headaches and inter- 
mittent spells of nausea had also been present. She 
_ lost nine pounds in weight and had failed gener- 
ally. 

On physical examination there were marked emacia- 
tion and evidence of acute illness. Both tympanic 
membranes were dull, gray and retracted, but there 
was no aural discharge. There was a high degree 
of nervousness coupled with fear and an almost 


feverish desire to cooperate in any measure that 
promised relief. The region of the left mastoid was 
tender. There were a positive Romberg and marked 
horizontal nystagmus. Lumbar puncture findings 
were normal. The blood chemistry was normal. 
There was a mild secondary anemia. Blood and 
cerebrospinal fluid Wassermanns were negative. Her 
blood pressure was 96/60. She was completely deaf 
on the right and the right labyrinth was dead by 
caloric tests. She was partially deaf on the left, 
with a normal labyrinth. 

She was kept in the hospital for a period of 21 
days on a salt-free diet and ammonium chloride, 
with some improvement in her nausea but no other 
relief and was then sent home still on this therapy. 
After two weeks at home she was readmitted on 
July 16, 1935. She stated that although she con- 
tinued the salt-free therapy she had obtained no 
relief. Her symptoms remained as at her previous 

Imissi deaf , tinnitus, vertigo and stagger- 
ing gait. Physical examination was the same as be- 
fore. 


On July 18, 1935, a partial section of the right 
eighth nerve was done under avertin and local an- 
esthesia. The nerve was found to be split un- 
equally into two fasciculi, the upper being about 
one half the width of the lower. The former, or 
vestibular portion, was completely divided as well as 
half of the latter or cochlear portion. After the 
operation there was a short period of dizziness 
with nausea, nystagmus, skew deviation and diplopia. 
The tinnitus persisted but was localized on the left. 
There was also a convergent strabismus. She had 
a marked neurosis and left the hospital against advice 
before she had been more than started on voluntary 
activity. 

She was not heard from again until July 15, 1936, 
one year after the section of the right eighth nerve. 
At this time she returned at my request for further 
examination. She stated that although not well she 
was much improved and had been able to increase 
her activity somewhat. She had had some relief of 
her headache and the tinnitus was distinctly less. 
Dizziness was still present but less severe. She was 
still apprehensive and did not dare go out of the 
house alone. Her vomiting had stopped. 

On physical examination she showed no emaciation 
and in general her condition was satisfactory. Her 
blood pressure was 110/20 and the anemia had 
cleared up. The mastoid tenderness was gone and 
there was no aural discharge. The drums had 
not changed. Her eye movements were normal, 
with no nystagmus. There was a strongly posi- 
tive Romberg sign and she was unable to stand 
with her feet together on account of vertigo. The 
right ear was totally deaf with a completely dead 
labyrinth. The hearing on the left was markedly 
impaired with a normal labyrinth. 

On July 23, 1936, a partial section of the left eighth 
nerve was done under ether. The nerve was found 
split into two separate fasciculi of almost exactly 
equal size. The upper half or the vestibular portion 
was divided, the cochlear division not being touched. 
She had an uninterrupted convalescence except for 
fleeting nystagmus, dizziness and skew deviation. On 
July 30 she asked to be allowed out of bed. This 
was permitted and after a first day of staggering 
and ataxia, and a second day of walking with the 
support of surrounding objects, she got about the 
ward freely and without help. She was discharged 
home on August 3, 1936, with the tinnitus as her 
only complaint. She was no longer dizzy, had no 
more nausea, and her nystagmus and strabismus 
were gone. Her morale was improved beyond all 
expectation. Caloric tests of both ears showed com- 
pletely dead labyrinths. 

On September 4 she reported for re-examination. 
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At this time her complaints were two: one was of 
the persistence of tinnitus and the other that her 
family would not let her go about alone the way 
she wanted to! An audiogram revealed complete 
deafness in the right ear and an average of 75 per 
cent loss in the left. Irrigation of the right ear 
for three minutes with water at 60°F. and with the 
head flexed 45° resulted in nystagmus on right lateral 
gaze with the quick phase to the right. This per- 
sisted for two minutes. Irrigation of the left ear 
under similar conditions brought out, at the end of 
the irrigation, nystagmus on both lateral gazes with 
the quick phase laterally. On left lateral gaze this 
ended in 50 seconds and on right lateral gaze in 
two minutes. No other signs or symptoms were 
produced in either ear. She was instructed to ex- 
tend her activities and to refuse all aid offered by 
family and friends. 

She was seen again October 1, 1936. She stated 
that, for some time, she had been moving about the 
house and streets freely and alone. She had some 
difficulty walking in complete darkness but this was 
slowly becoming less marked. She is still nervous 
on the street but much less so than ever before. She 
has been to the moving pictures, and is now doing 
her own housework. 


No. 2219. Aural vertigo following trauma. Un- 
operated and under treatment with Furstenberg diet. 
Female, aged 34 years, admitted June 1, 1936. This 
patient entered the hospital complaining of gener- 
alized weakness, vague aches and pains, vertigo and 
nervousness. These all began following an episode 
in July, 1935, when she rolled out of her chair 
without, however, having any external evidence of 
injury and without losing consciousness. In fact 
she was well for the four days immediately follow- 
ing the accident and it was only later that she be- 
came unable to carry on her housework and grew 
nervous and irritable. In April, 1936, she “took to 
her bed” where she has remained since. There have 
been no attacks of vertigo and no tinnitus, but there 
has been some objective loss of hearing in her left 
ear. 

On physical examination there is poor develop- 
ment and nourishment and she is depressed and 
querulous, but otherwise the examination is normal. 
The Wassermann is negative and the blood pres- 
sure 148/90. There is x-ray evidence of a left chronic 
mastoiditis. Audiogram shows slightly diminished 
hearing in the left ear, the right being normal. Both 
labyrinths are normal to caloric tests. 

The patient was put on a salt-free diet and am- 
monium chloride in the hospital until June 23, 1936. 
She was then discharged home with instructions to 
continue the therapy. 

She was last seen in September, 1936. She was 
still on the diet and also taking ammonium chloride, 
“nine pills a day’, and luminal. She states that she 
is definitely better. She staggers only once in a 
while and has not fallen. She is no longer deaf 
although she still has many varied and diffuse com- 
plaints and is tired all the time. She has not tried 
to return to work and does not think she could. 
She has had no “bad attacks” since she left the 
hospital. 


CONCLUSIONS 


1. The diagnostic terms aural vertigo and 
Méni¢re’s disease are neither interchangeable 
nor synonymous. Aural vertigo predicates a 
demonstrable cause for the dizziness while the 
term Méniére’s disease is applicable at present 
only to those cases of aural-like vertigo for 
which no eause can be found. 


2. Méniére’s disease, as defined above, is eur- 
able in nearly 100 per cent of the cases by divi- 
sion in the posterior fossa of the skull of either 
the entire eighth cranial nerve or its vestibular 
portion alone. 

3. There is some evidence to show that cer- 
tain cases of aural vertigo may also be helped 
by this same operation. 

4. The etiology and pathology of Méniére’s 
disease are unknown at present. 

5. A personal series of fourteen cases, ten of 
them treated by nerve section, including one 
bilateral case, is reported. It includes six ex- 
amples of Méniére’s disease and eight of pseudo- 
Méniére’s or aural vertigo. 

6. The operative division of the vestibular 
portion of the eighth cranial nerve through a 
unilateral suboecipital craniotomy is described 
and its wider use advocated. ' 
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NEUROFIBROMATOSIS WITH INTRATHORACIC 
NEUROFIBROMAS* 


BY NATHAN EPSTEIN, M.D.t 


NTRATHORACIC tumors of neurogenic 
origin are rare. Only 24 cases have been re- 
ported, half of which are described as medi- 
astinal ganglioneuromas, 6 of which occurred in 
children. Of the 5 operative cases that occurred 
in children, 4 survived. 
Redlich! summarized the available literature 


up to the year 1926. More recently Bigler and | 


Hoyne,? Sophian* and Jansson* have reviewed 
the same subject and have added interesting 
cases of their own. Lenk* has published a vol- 
ume on the x-ray diagnosis of intrathoracie tu- 
mors. Andrus and Heuer* in a recent article 
diseuss the surgical treatment of mediastinal 
tumors. Nearly 100 tumors of neurogenic origin, 
with a few exceptions described as simple 
ganglioneuromas, were described. The growths 
showed a wide distribution throughout the 
body. Many were chance autopsy findings, and 
more than 40 were in patients below 16 years 
of age. 

The following case study, which falls into the 
above group of rare tumors, appears worthy of 
presentation because it portrays an unusual clin- 
ical picture in a very young patient. 


REPORT OF CASE 


A 4 year old Armenian girl with large tumors of 
the chest was admitted to the Boston Floating Hos- 
pital in the winter of 1935. Her past history was 
negative up to December, 1933, when a small lump 
in the right axilla was noted. She was sent to the 
Children’s Hospital for a few days, during which 
time local examination revealed a moderately firm, 
nonfluctuant mass that extended from beneath the 
clavicular articulation with the scapula into the right 
axilla. No other external masses were found. X-rays 
revealed a large thoracic shadow in the right apical 
region, and a diagnosis of probable neurofibroma 
was made. Permission to perform an operation was 
refused. 

No untoward symptoms or complaints that were 
pertinent to the main findings were noted. After 
she left the Children’s Hospital, she was rehospital- 


*From the Boston Floating Hospital, the Children’s Depart- 
ment of the Poston Dispensary and the Pediatric Department 
of the Tufts College Medical School, 

tEpstein, Nathan— Charlton research fellow in pediatrics, 
Tufts Cc —— Medical School. For record and address of author 
see “This Week's Issue,"" page 571. 


ized here, because of the persistence of the chest 
mass. 

The admission examination revealed an attentive 
Asiatic girl in no evident discomfort. She was mod- 
although somewhat under- 
The right pupil was notice 


erately well nourished, 
developed for her age. 


FIGURE 1. 
abnormalities. 


View of the patient which illustrates some of the 


ably smaller than the left and was eccentrically 
placed; otherwise, the optic findings were not re- 
markable. The skin was brown and presented nu- 
merous large pigmented areas, although there were 
several depigmented spots on the abdomen. The su- 
perficial veins were very prominent over the right 
anterior upper chest. 

A large, round, pigmented swelling that measured 
at least 6 cm. in diameter was apparent in the right 
axilla. Adjoining this swelling and indefinitely de- 
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marcated were palpable masses extending into the 
supraclavicular fossa and along the right cervical 
region. An elliptical swelling 2 cm. in diameter, 
which was covered by a hirsute area, was noted in 
the right scapular region. None of these tumors 
possessed characteristics suggestive of inflamma- 
tory tissue. The right arm was swollen, with an 
average increase of 2 cm. in circumference as com- 
pared with the left. By palpation the trachea was 
found to be noticeably displaced to the left. The 
upper right chest demonstrated dulness on percus- 
sion, anteriorly and posteriorly, with suppression 
of breath sounds. Moderate dulness was found over 
the left apex and harsh tubular breathing was 
heard over the extreme right apex. The heart 
findings were not unusual except for a systolic mur- 
mur heard over the entire precordium. The right 
radial pulse could barely be felt. The blood pres- 
sure in the right arm could not be ascertained with 
accuracy. The right-handed grip was decidedly fee- 
ble. The reflexes were found to be normal, and there 
was no loss in sensitivity to stimuli so far as could 
be ascertained 


The clinical chart presented no unusual features. 
Laboratory data, including a glucose tolerance test, 
were essentially negative. X-rays of the chest 
showed a shadow with a semicircular outline involv- 
ing the upper two thirds of the right lung field and 
a smaller area of increased density in the upper 
left lung field (figure 2). 


Anteroposterior view of the tumor previous to 


FIGURE 2. 
operation. 


The broad base of these shadows seemed to be in 
apposition to the mediastinum. Discernible shadows, 
compatible with the external] findings, were evident. 
The first three intercostal spaces in the right chest 
were wider than the corresponding spaces in the 
left chest. Other plates, of the skull, long bones and 
abdomen, were negative. The x-rays were read by 
Dr. A. Ettinger, roentgenologist of the New England 
Medical Center. 

Biopsy material that was taken from the axilla 
and back disclosed in each instance a grayish, ropey, 
polycystic mass. Examination by microscope re- 
vealed characteristics of neurofibroma. The sections 
were studied by Dr. R. Osgood, pathologist of the 
New England Medical Center. 

The patient’s course in the hospital was unevent- 
ful. She was seen by Dr. E. D. Churchill of the 
Massachusetts General Hospital, who recommended 
operation. It was felt that the removal of even a 
portion of the tumor in the apex of the right chest 
might result in lessening deformity during the 
growth period. 

Dr. Churchill performed the operation in January, 


1936, under basal avertin anesthesia and _ intra- 
tracheal ether-oxygen with differential pressure. 

A curved incision was made posteriorly, releasing 
the scapula, which was retracted anteriorly. There 
were large neuromas beneath the skin and in the 
substance of the trapezius and rhomboid muscles. 


FIGURE 3. Views of the removed masses. 
intercostal nerves. Below, the intrathoracic 


When the bony chest wall had been exposed the 
perforating branches of the intercostal nerves were 
found to be grossly enlarged by fusiform swellings. 
The second to fourth ribs were divided, and the 
pleural cavity was opened. The apex of the chest 


Above, one of the 
neoplasm. 


FIGURE 4. 
(June, 1935), 


a of the masses following operation 
right 


ng the contrast between and left 


was filled by a large tumorous mass that lay closely 
against the vertebral column and extended laterally 
and anteriorly in such a way that it impinged upon 
the chest wall. The spinal nerves entered this mass 
directly from the vertebral foramina. These roots 
were severed, and a large mass of neurofibromat- 
ous tissue was removed. The first rib was left in- 
tact to protect the subclavian vessels and the im- 
portant cords of the plexus, but, in view of the 
subsequent partial palsy of the ulnar and median 


nerves, the first dorsal root of the plexus was in- 
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jured, presumably, by traction. After the tumor had 
been removed, the chest wall was closed in layers 
without drainage. 

The following changes were noted within 2 months 
after the operation: 

1. The mass in the neck increased in size. 

2. The presence was noted of a firm “ropey” tis- 
sue, extending from the right axilla along the course 
of the median nerve, to the anterior cubital fossa 
and thence to the mid-wrist. This tissue was most 
pronounced in the mid-upper arm where a hard mass 
was felt. 

3. A partial paralysis of the median and ulnar 
nerves occurred on the right side with a corre- 
sponding atrophy of the thenar and hypothenar 
eminences. The skin of the right palmar surfaces 


4. There was a slight improvement in the qual- 
ity of the pulse. 

5. The right eyeball protruded slightly and there 
was, also, a slight ptosis of the right lid and per- 
sistence of the miosis 

6. X-rays showed that the mass in the left chest 
had increased in size. The mediastinum was still 
very wide in the region ee 


We concluded that the growth had continued 
to expand and definitely involved the cervical 
sympathetic and the brachial plexus, and that, 
very likely, the ropey mass that extended along 
the whole flexor surface of the arm was in- 
volved median nerve. 


I am indebted to Dr. E. D. Churchill for the oper- 
ative note included in this paper, for permission 
to publish figure 3 and for help in the preparation 
of this paper. 
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TANNIC ACID—SILVER NITRATE TREATMENT OF 
BURNS IN CHILDREN* 


BY MERRITT B. LOW, M.D.t 


HILDREN suffer from burns in greater num- 
bers and to a greater degree than do adults. 
Furthermore, the prognosis in children and in- 
fants with severe burns is much worse. It is a 
common medical maxim that burns of over a 
third of the body surface are usually fatal even 
if they are very superficial. In children, this 
fraction is lowered to one fourth to one seventh, 
varying with the different compilations and 
studies. Of the 135 cases of fresh burns that 
have been seen during the past few years in 
the Children’s Hospital of Boston, which were 
thought to be severe enough to warrant admis- 
sion to the wards for treatment, the following 
classification as to etiology may be of some in- 
terest : 


Etiology No. of Per 
Cases Cent 
Hot water, tea, coffee, soup, etc. 76 57 
Matches or fire 27 20 
Hot never. radiators, pipes, etc. 13 9 
Hot water ‘bottles, po yy etc. 6 4.5 
Electric ~ ets, etc. 6 4.5 
reworks Grecrackers, etc. 3 2.0 
Che micals’ 2 1.5 
Miscellaneous 2 1.5 


These figures apply, as has been stated, to the 
more serious burns and give an idea of where 
we must strive the most for protection and pre- 
vention. In the future we should focus our 
preventive campaign more on the first two items 
of this list. Of these two, burns from fire 
are usually deeper than burns from hot solu- 


*From the Surgical Service of the Infants’ and Children’s 
oe | Boston, Massachusetts, William E. Ladd, M.D., Chief 


tLow, Merritt B.—Formerly, surgical resident, Children’s Hos- 
pital, Boston. For record and address of author see “This 
Week’s Issue,” page 571. 


tions. Electric burns which are generally ac- 
quired by children inserting a finger into a base- 
board socket, and so forth, are especially trying 
because they are usually of great depth. 

In the past 10 years there has been a marked 
improvement in the treatment of extensive 
burns, as well as an increase in the knowledge 
of their pathologic physiology. To Davidson’ 
goes the credit for outlining the now familiar 
therapy of tannic acid. The literature abounds 
with disputes and discussions as to whether 
there are toxic products of absorption dissemi- 
nated from the burned area, and every few years 
has been characterized by the arguments of pro- 
ponents of the particular, new, mysterious chem- 
ical compound in vogue at the time (peptones, 
proteoses, histamin, and so forth). Underhill’s’ 
demonstration of the significance of anhydremia 
in extensive superficial burns has met with 
great favor. Indeed, all the effects of the so- 
called toxie products of protein decomposi- 
tion have been shown to be produced equally by 
marked anhydremia and concentration of the 
blood. Plasma and chloride are lost from the 
burned area in excessive amounts. These changes 
have been shown by Underhill' to take place 
especially during the first 24 hours after the 
burn has occurred. Furthermore, it has been 
shown experimentally that during this same 
period there is actually very little absorption 
of dyes or other substances from the burned 
area. The fluid cxchange is all in the other 
direction. The shock from burns is. therefore, 
similar to surgical shock. Anuria and changes 
in the kidney are also explained on the basis 
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of blood esncentration. An almost unbelievable 
amount of fluid is lost in the first 24 hours. 

Various substances have been used by differ- 
ent workers to produce a so-called ‘‘tan’’ to 
limit loss of fluid. Davidson? used tannic acid. 
In addition to limiting fluid loss, the eschar 
formed by tannic acid minimizes pain and 
trauma, and permits a better handling of the 
patient, but secondary infection is apt to occur 
underneath the eschar if the burn is deep. Al- 
drich® has recommended the use of gentian vio- 
let in the treatment of burns, but infection is 
apt to occur even under the thinner eschar 
that this dye produces. Coan® has advocated 
the use of ferrie chloride in the coagulation 
treatment of burns. Recently Bettman‘ has de- 
scribed the use of a combination of 5 per cent 
tannic acid and 10 per cent silver nitrate in the 
treatment of severe burns. It is to be empha- 
sized that superficial burns of only slight ex- 
tent, especially those that are on the face, are 
probably best treated by other methods than by 
tanning, so far as the best cosmetic results are 
concerned. Various ointments may be used, 
which tend to leave less scarring than do the 
eschars of tanning when the burn is not serious 
or deep. Other methods, such as continuous 
baths, have been recommended. 

In treating young children and infants with 
severe burns, speed is essential, and the pain 
and shock are usually severe. It is notoriously 
difficult to gauge accurately the depth and se- 
verity of burns in a given case when it is first 
seen. We employ the common classification of 
burns: first degree (erythema), second degree 
(blister formation), and third degree (com- 
plete destruction of the skin). It is convenient 
and practical to classify third degree burns fur- 
ther, into minor and major, the latter being con- 
ditions where there are contractures and where 
skin grafting is necessary. Statistical analyses 
are difficult because of the great variation in 
cases. Berkow’ has given us a method of estimat- 
ing the extent of lesions. In children, the trunk 
is 40 per cent of the body surface and the upper 
extremities are 16 per cent. For the head, we 
subtract the age in years from 12 and add the re- 
mainder to the number expressing the adult 
proportion of the head (6 per cent) ; and for the 
lower extremities we subtract the same number 
from that expressing the adult proportion of 
the lower extremities (38 per cent). The hand 
counts as one fourth of an upper extremity, the 
arm three fourths. The foot is one sixth of a 
lower extremity, the leg, one third and the 
thigh one half. 

The management of a severely burned child is 
a thorough exercise in the art of medicine and 
surgery. It is most important to administer a 
relatively heavy dose of morphine as soon as 
possible ; for pain, as well as fluid loss, is a prime 
factor in shock. The first 24 to 48 hours after 


the injury are the most critical ones. We be- 
lieve that, when burns are very severe, the child 
should be given a general anesthetic of gas or 
ether as soon as possible to combat pain and 
shock and to facilitate the cleansing of the in- 
jured area, provided that the burns are fresh 
(only an hour or two old) and severe shock 
has not already supervened. If the patient is 
already in a state of severe shock, this must be 
combated by the administration of parenteral 
fluids, along with energetic attempts to keep 
the body warm. The local area should be cleansed 
gently and speedily with a mixture of green 
soap and peroxide, followed by a solution of 
70 per cent aleohol or hexylresorcinol. For 
the past 10 years and until last year, we had 
been spraying a solution of 24% to 5 per cent 
tannic acid on the burned areas. The pa- 
tient was placed in a ‘‘heat-bed’’, and very fre- 
quent spraying (every 5 to 10 minutes) was con- 
tinued until the eschar had formed, which usu- 
ally took place in 24 to 36 hours. This eschar 
is thick and tough and, partly resulting from 
the length of time that is involved in its appli- 
cation, it is frequently followed by infection as 
there are time and occasion for bacteria to enter 
the skin surface and to become established in 
growth. Recently we have followed Bettman’s‘* 
lead with excellent results. Following cleans- 
ing, we apply a fresh 5 per cent tannic acid 
solution to the burned areas and, immediately 
afterwards, sop on a solution of 10 per cent sil- 
ver nitrate. An eschar forms immediately and 
dries forthwith. This type of treatment possesses 
many advantages over the older tannic acid 
method. Silver nitrate is a strong antiseptic, 
and in 12 successive cases of severe burns, there 
has been no evidence of severe infection under 
the eschar at any time. This eschar is much 
softer, thinner and more rubbery than that pro- 
dueed by tannie acid. The most important ad- 
vantage, however, is the speed with which it is 
formed. It is well known that tannie acid it- 
self requires constant attention and must be 
sprayed from 24 to 36 hours before a suitable 
eschar is formed; furthermore, the most marked 
fluid loss occurs during the first day before the 
plain tannic acid eschar really forms. The 
rapid formation and drying of the tannic acid- 
silver nitrate eschar, however, are very dramatic. 
Indeed, it was found possible, in cases of severe 
shock, to cover the burned area immediately with 
dressings and clothes and to prop the child up 
in bed on soft pillows, in positions that could 
be varied. The dressings do not stick to the 
burned areas, the danger of upper respiratory 
infections is markedly lessened, and the ‘‘heat- 
bed’’ and continued spraying are not necessary. 
The eschar comes off in from 1 to 3 weeks, de- 
pending upon the depth of the burn. 


The aftercare of small children with burns is 
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most important. At least 1 liter of fluid per 
10 kilograms of body weight per day should be 
administered, even with the superior treatment 
-by tannie acid and silver nitrate and the forma- 
tion of an immediate eschar. In the most se- 
vere cases, we have found it practical to insert 
a continuous intravenous drip into an available 
vein (usually over the internal malleolus of the 
ankle) during the original débridement and tan. 
ning while the patient is still asleep. The drip 
is attached to a needle which, in turn, is at- 
tached to a No. 4 ureteral catheter which is 
threaded into the vein for several inches and 
tied in place with a silk suture. <A half and 
half combination of physiologic saline and a 
solution of 5 per cent glucose is usually used. 
This may be replaced by Hartmann’s lactate- 
Ringer’s solution or, if there is acidosis, by ra- 
cemic sodium lactate solution in_ isotonic 
amounts. It is important, however, not to over- 
load the body with fluid, and to do everything 
possible to avoid a secondary upper respiratory 
infection. As Underhill' has pointed out, fre- 
quent determinations of hemoglobin give a key 
to the amount of anhydremia that is present 
and how successfully it is being combated. 
While we are using a continuous intravenous 
drip, in addition to being on the lookout for 
edema, we have found it very practical to make 
frequent determinations of the serum protein of 
the blood, lest it fall below the so-called critical 
level of approximately 5.0 grams per cent. This 
can be done easily and readily with one large 
drop of blood and with the use of the refractom- 
eter. It is an invaluable aid in following the 
patient’s condition. Transfusion is indicated in 
the face of severe shock, anemia, edema or a 
low or falling serum protein. Blood plasma may 
be obtained by centrifuging the citrated blood 
from a suitable donor, and this is of value in 
replacing plasma loss that is unaccompanied by 
the loss of red blood cells. Plasmapheresis or 
other ‘‘exsanguination-transfusion’’ methods are 
not recommended. Muscular twitchings and 
convulsions are bad prognostic signs, but are 
not necessarily fatal. When the eschar comes 
off, secondary infection, which, to be sure, is 
minimal if silver nitrate is used, must be com- 
bated with wet dressings of boric acid solution, 
normal or hypertonic saline, hexylresorcinol 
solution, and so forth. There is possibly a slight 
increase in keloid formation after the use of 
silver nitrate, but the advantages of the method 
in severe burns more than outweigh this disad- 
vantage. We do not propose to discuss meth- 
ods and results of skin grafting in this paper. 
We have continued to be impressed with the 
excellence of the tannic acid-silver nitrate treat- 
ment of burns. An increasing number of cases 
have been treated and there has been no mor- 
tality from burns since we have been using this 
method. We have considered the dangers of 
argyria but have not seen any cases resulting 


from the use of silver in this way, and would 
not expect to encounter any for the following 
reasons: there is only one application, there 1s 
very little absorption from the burned area, es- 
pecially with the formation of an immediate 
eschar, and the silver is not in organic or col- 
loidal combination. 

That it is possible to save cases of burns that 
hitherto were hopeless may be seen, perhaps, 
from the following case. Bettman* has also re- 
ported some very severe cases, one patient with 
54 per cent of the body surface burned and an- 
other with 42 per cent, both of whom recovered. 

No. A196990. The patient, an 8% months old fe- 
male infant, was admitted to the surgical service 


of the Children’s Hospital, November 3, 1935. One 
hour before entry, while creeping on the floor, she 


FIG. 1. Photograph showing tannic acid-silver nitrate escher. 


FIG. 2. The burned area after the removal of the eschar. 


FIG. 3. 


Split-Thiersch grafts in place. 
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had pulled a cord on an electric percolator and had 
tipped boiling water down over her head, shoulders 
and back. On admission, the baby was in a state 
of moderate shock. The pulse rate was 160, the 
temperature 97°F. by rectum. Morphine (1/24 grain) 
was given, and the child was anesthetized. Hot 
water bottles were placed around her. The burned 
areas, which involved the scalp, neck, shoulders, 
the left upper arm and the whole back, were thor- 
oughly cleansed with peroxide, green soap and 
alcohol. The entire back was covered with a third 
degree burn. ee total burned area was about 30 
to 35 per cent of the body surface, over half of 


FIG. 4. Extensive second FIG. 5. 
burns 2 days after ap- days after burn 
plication of tannic acid-silver 
nitrate solution. 
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which was third degree. The burned areas except- 
ing those on the scalp were treated with a 5 per 
cent tannic acid solution, followed by 10 per cent 
silver nitrate. Boric ointment was applied to the 
scalp. The eschar formed immediately (fig. 1) and 
there was no further loss of fluid from the burned 
area. A continuous intravenous drip was estab- 
lished in the right ankle. 

The patient was returned to the ward in only fair 
condition. The temperature rose to 104°F. on the 
first few days after treatment. The infant received 
from 1,000 to 1,480 cc. of glucose and saline solu- 
tions on each of the first few days following admis- 
sion. The serum protein dropped to 4.4 grams per 
cent and the patient was transfused twice with a 
total of 270 cc. of citrated blood. She voided well, 
and examination of her urine was repeatedly nega- 
tive. On the day after admission the hemoglobin 
was 70 per cent and the red count 4,000,000. There 
were some muscular twitchings during the first few 


days, but these were not severe. The infant took 
fluids by mouth fairly well from the start, and vom- 
ited only nine times in the first postoperative week. 
The continuous drip was discontinned after 4 days, 
and occasional hypodermoclyses were given after 
this. The eschar began to come off in 10 days, and 
the process was almost complete in 16 days (fig. 2). 
There was moderate upper respiratory infection for 
several weeks, and the temperature gradually coursed 
down to normal in the 4 weeks following treatment. 
There was very little infection under the eschar. 
Thirty-four days after the original burns, split- 
Thiersch grafts were taken from the thighs and placed 
on the granulating areas of the back (fig. 3). Three 
weeks later further areas were grafted in the same 
way. There was considerable loss of fluid from the 
granulating surfaces, and two additional transfusions 
were given. The patient continued to do well and 
was discharged in good condition slightly less than 
3 months after admission. 


SUMMARY AND CONCLUSIONS 


Children do not tolerate severe burns so 

well as do adults. 

2. Anhydremia is the most important, if not 
the sole, cause of the so-called toxemia of 
burns. 

3. It is very important to administer seda- 

tion and anesthesia early in the case of a 

severely burned child, although lowered 

body temperature and shock must be also 
combated. 


4. Freshly prepared tannic acid solution has 
long been used as an eschar-producing sub- 
stance, but this has been superseded dur- 
ing the past year by the combination of 
tannic acid and silver nitrate solutions. 
The advantages of 5 per cent tannic acid 
combined with 10 per cent silver nitrate 
solutions are emphasized. The danger of 
argyria is discounted. 


5. The necessity for the administration of 
adequate fluids and the indications for 
blood transfusion are mentioned. 


6. A case of severe burns, with recovery, in 
an 814 months old infant is ineok 
7. The tannic acid-silver nitrate treatment 
represents an important advance in the 
modern therapy of burns. 
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BENIGN TUMORS OF THE SCROTUM* 
Report of Three Cases 
BY E. ROSS MINTZ, M.D.t 


ENIGN tumors of the scrotum are uncom- 
mon. The fibroma, lipoma and myxoma are 

the most common pathologie varieties. Others 
such as the adenoma, osteochondroma, rhabdo- 
myoma and lymp io-endothelioma have been 
mentioned in the literature, but their incidence 
is rare. Tumors of the scrotum include those of 
the epididymis, the spermatic cord and the tes- 
ticular tunic. Such tumors have been admirably 
and comprehensively described by Hinman and 
Gibson’ in 1924, by Deming? in 1933 and by 
Menville* in 1934. Benign tumors of the tes- 
ticle proper, such as lipoma testis or fibroma 
testis, do occur but are not within the scope of 
this paper. This communication deals with ex- 
tratesticular and extraepididymal new growths. 
Three cases are reported—a fibroma of the sper- 
matic cord, and a lipoma and a hemangioma oi 
the scrotum. In all 3 cases a preoperative diag- 
nosis of malignant new growth was made, and 
operation was advised. In 1 ease, the scrotal 
tumor could not be palpated as a distinct mass 
from the testicle, but in the other 2 a definite 


plane of demarcation could be felt. No history | cord. 


of trauma was obtained in any of the 3 cases. 
The patients all gave a history of an increasing 
testicular mass, which was their chief complaint. 
In no instance did the scrotal tumors transmit 
light. Lipoma may or may not transilluminate. 
The lipomyxofibroma of the scrotum reported by 
Livermore‘ and the fibrolipoma cited by Le Gace’ 
did not transmit light. The former tumor 
weighed 1,700 grams, while the latter was the 
size of an infant’s head and weighed 1,500 
grams. 

We believe that the rarity of benign tumors 
of the scrotum justifies our reporting the fol- 
lowing 3 cases. 


Case 1. H. S., a white, forcign male, 53 years old, 
entered the out-patient department of the Massachu- 
setts General Hospital complaining of an increase 
in the size of the left testicle of 6 months’ duration. 
As far as could be ascertained, the swelling came 
on gradually, starting as a small lump in the scro- 
tum and increasing from month to month. At no 
time was the mass painful although sometimes it 
was tender on palpation. No history of trauma was 
elicited, the Hinton blood test was negative, and 
there was no familial history of tuberculosis. Phys- 
ical examination was essentially negative, except 
that the left testicle was twice the size of the right 
one. The mass was firm, smooth, nontender, round, 
opaque on transillumination and did not seem to be 
distinct from the testicle itself. No abdominal glands 


*From the Department of Urology of the Massachusetts Gen- 
eral Hospital. 
Mintz, E. Ross — Assistart in urology, Harvard Medical 
record and address of author see “This Week’s 
issue,’ page 571. 


could be palpated, and there were no abnormal super- 
ficial glands. Roentgenograms of the chest and 
bones, and a flat abdominal plate were all negative. 
No prolan test was done as the patient was admit- 
ted in 1930, which was before this test was used as 


CASE 1. 


Gross specimen. Leiomyoma of the spermatic 


a laboratory aid in the differential diagnosis of 
scrotal tumors. Unquestionably it would have been 
negative in this particular case, and probably, in 


CASE 1. Microscopic section of leiomyoma of the spermatic 


view of the physical findings, would have added to 
the confusion rather than have been an aid in the 
diagnosis. It is a well-known fact that some of the 
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CASE 3. Gross specimen. 


more differentiated malignant tumors of the testi- 
cle do give a negative prolan test. 

A preoperative diagnosis of a testicular new- 
growth was made, and the scrotum was explored. 
The left scrotal contents were removed. The path- 
ologist reported as follows: “The specimen con- 
sists of a gonad with the epididymis attached. The 
testicle measures 4.5 cm. in diameter and is firm 


Fibrolipoma of the scrotum. 


and smooth. It is markedly atrophic. Attached to 
the spermatic cord in a very loose fashion there is 
a firm, round, smooth, regular mass about 4 cm. in 
diameter.” Microscopic section of this growth 
showed interlacing bundles of well-differentiated, 
smooth-muscle cells. No mitotic figures were seen. 
The tumor was diagnosed by the pathologist as a 


leiomyoma. 
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CASE 2. Microscopic section. Hemangioma of scrotum. CASE 3. Microscopic section of fibrolipoma of the scrotum. 
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The patient was seen 5 years later, at which time 
there was no evidence of any further pathology in 
the scrotum. 


Case 2. L. G., a male Italian, 8 years old, was 
brought to the Massachusetts General Hospital by 
his parents because of a swelling in the scrotum. 
About 1 year previously, the child’s mother noticed 
that the right testicle was larger than the left, but 
nothing was done about it at that time. Three 
months previously, the testicle began to increase 
in size until at the time of admission it was 3 cm. 
in diameter. The mass was painless, and non- 
tender on palpation. No hernia was present. On 
physical examination the right scrotum was oc- 
cupied by a firm, hard, nodular mass, the size 
of a hen’s egg. It was hard to define the tes- 
ticle on that side, and the tumor mass did not 
transmit light. Surmounting the tumor mass there 
was a mass of dilated veins. Palpation of the ab- 
domen revealed nothing abnormal. No enlarged 
glands could be felt anywhere. Roentgenograms of 
the chest and thymus were negative. An intravenous 
pyelogram showed the kidneys to be normal. The 
right scrotum was explored, and a cystic mass which 
measured 5.5 by 4.5 by 3 cm. and which was ad- 
herent to the surrounding tissue was found and re- 
moved. All of the cysts were filled with blood. 
Microscopic examination showed this new growth to 
be a hemangioma. The child was seen 4 years later 
and was perfectly healthy at that time. 


Case 3. P. C., a male Italian, 67 years old, entered 
the out-patient department of the Massachusetts Gen- 


eral Hospital because of a painless swelling of the 
left scrotum of 6 months’ duration. He stated that 
the swelling had increased in size every month for 
the first 3 months after which time it did not change 
in size. There was no history of trauma or of tuber- 
culosis. The blood Wassermann was negative. On 
physical examination, the left scrotum was larger 
than the right, it did not transilluminate light and 
there was present a definite, hard, painless, irreduci- 
ble mass, which was distinct from the testicle. No 
inguinal hernia was evident on that side. 

The left scrotum was explored and the contents 
were removed. The pathological report diagnosed 
the tumor mass as a fibrolipoma of the cord. The 
testicle was small but not grossly abnormal, and it 
was definitely separate from the tumor mass. 


SUMMARY 


Three cases of benign tumor of the scrotum 
are reported. 
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DEATH DEALINGS 

Many eyes scan the death notice columns. Among 
them are those of the hearse chaser, who uses the 
. obituary as a ready-made list of prospects. To him 
death is but an event to be used for the furtherance 
of his own illegitimate gain. 

He has found it profitable to send various arti- 
cles of merchandise C. O. D. to the deceased. It may 
be a fountain pen from the dime store, bargain 
counter shirts and socks, cheap perfume, a Bible, 
or even a worthless package. Relatives, believing 
the merchandise has been ordered by the deceased, 
pay the exorbitant charges and later discover they 
are victims of a racket. 

Death notice vultures hover over the dead to 
swoop on the living. They work the public through 
biography schemes, photography schemes, real es- 
tate rackets and stock promotion schemes. Know- 
ing that intense grief at the time of death dulls 
people’s sense of caution, they capitalize upon this 
lack of foresight. 

If you have death in the family, do not transact 
any but the most essential business until you have 
recovered from the shock ard regained your balance. 
Any transaction that involves the payment of money 
or a commitment or obligation should be checked 
up carefully beforehand. Spare yourself from the 
death notice vulture.—Boston Better Business Bureau. 


MATERNAL AND INFANT DEATHS 


As America’s birth rate declines, the needless 
crippling and deaths of mothers or infants in the 


function of childbearing become increasingly im- 
portant from an economic and social as well as a 
medical standpoint, according to the Maternity Cen- 
ter Association in its annual “Helps” recently pub- 
lished to assist local groups from coast to coast to 
organize and conduct Mother’s Day campaigns for 
better maternity care. 

“We cannot afford, as a nation, to sacrifice need- 
lessly the lives of our mothers and babies,” the As- 
sociation declares, “and we must encourage those 
who are able to have families to do so. But people 
will not have children as they do in some European 
countries for the ‘good’ of the State. Some of the 
elements which deter them from having babies must 
be eliminated, and one of these is undoubtedly that 
the wife does not wish to take the risks, and her 
husband, loving her, does not urge it.” 


The Association points out that those mothers who 
can afford the best care go through with little diffi- 
culty as a rule. But those mothers who can secure 
only mediocre care or no care at all, and many of 
these are in the so-called “white-collar” cless,—our 
solid substantial citizens,—are the ones who suffer. 


“Two important changes are necesso 


“The good care which some mothers are getting 
must be made available for all. This means 
that the standards of medical, nursing and hos- 
pital care in every community must be brought 
to a satisfactory standard. 

“A demand for good care must be created among 
our prospective parents. They should know 
when, and how and where they can get good care 
and of what it should consist.” 
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CASE 23131 
PRESENTATION OF CASE 


First Admission. A 60 year old Canadian 
salesman was admitted complaining of jaundice. 

Eighteen years prior to entry the patient had 
an acute illness of short duration during which 
he had sharp, nonradiating midepigastric pain, 
which was relieved only by hypodermic injec- 
tion. He remained well until 2 years later, 
when he was ill for a period of 3 months with 
right upper quadrant pain, jaundice, dark urine 
and frequent loose, light-colored stools. He ap- 
parently recovered completely and had no fur- 
ther illness until 2 years before admission, when 
he had an attack of ‘‘intestinal flu’’, which man- 
ifested itself by a sensation of abdominal dis- 
tention and diarrhea. This attack subsided 
after a brief period, but for the year preceding 
entry he felt generally run-down without any 
definite complaint. For about 4 months before 
-eoming to the hospital, his skin had a light yel- 
low tint, his urine was dark in color, and his 
stools were light yellow. His appetite was un- 
impaired, although there were occasional gaseous 
eructations after meals. There was no pain, 
tenderness, fever, nausea or vomiting. On the 
day of entry, however, he became weak, nau- 
seated and began to vomit violently. Shortly 
afterward diarrhea occurred. There was a loss 
of 23 pounds in weight during the 2 months 
preceding admission. 

Physical examination showed a well-developed 
and nourished, slightly icteric man in no acute 
discomfort. The lungs were clear. The heart 
was slightly enlarged to the left. The sounds 
were irregular as the result of extrasystoles. 
There were no murmurs. The blood pressure 
was 170/95. The abdomen was negative. 

The temperature was 98°F ., the pulse 80. The 
respirations were 25. 

Examination of the urine showed a specific 
gravity of 1.020, with a slight trace of albumin. 
There was no bile present. The sediment was 
negative. The blood showed a red cell count of 
3,900,000, with a hemoglobin of 70 per cent. 
The white cell count was 16,200, 80 per cent 
polymorphonuclears. The stools gave negative 
reactions to guaiae tests, but bile was constantly 


present. The icteric index was 75. The non- 
protein nitrogen of the blood was 34 milligrams 
per cent. Hinton and Wassermann reactions on 
the blood were positive. 

A plain x-ray film of the abdomen showed a 
small area of calcification in the region of the 
lower end of the right ureter. This area meas- 
ured 1 by 3 millimeters, and its long diameter 
lay in the direction of the ureter. The remain- 
der of the examination was negative. A barium 
enema was negative. A gastrointestinal series 
showed a diverticulum in the middle third of 
the esophagus, which did not interfere with the 
passage of barium. The lower half of the esoph- 
agus showed thickening of the mucosa, which 
disappeared on deep inspiration and had the 
general appearance of varicose veins. There 
was no evidence of intrinsic disease of the stom- 
ach or duodenum. There was little evidence of 
splenie enlargement. 

The patient was put on a high carbohydrate 
and low fat diet. The vomiting ceased, the ic- 
teric index diminished to 0, and the patient was 
discharged on the thirteenth hospital day. 

Second Admission (4 months later). Follow- 
ing his discharge the patient received potassium 
iodide by mouth and hypodermic injections of 
bismuth salicylate. During this time his jaun- 
dice subsided, and he felt fairly well until 2 
months before returning to the hospital, when 
he developed transient swelling in various por- 
tions of the body. The swelling usually ap- 
peared during the day and subsided during the 
night. Initially the ankles were involved, later 
the knees and thighs, and currently the abdomen 
and genitalia. No note was made of pertinent 
details or associated complaints. 

Physical examination showed a thin, elderly 
man with a protuberant abdomen. A fluid wave 
was elicited, and the scrotum was markedly 
edematous. There was pitting edema of the an- 
kles, but the remainder of the examination was 
unchanged. There was no jaundice. The tem- 
perature, pulse and respirations were normal. 

Examination of the urine was negative. The 
blood showed a red cell count of 4,500,000, with 
a hemoglobin of 75 per cent. The stools were 
negative. The blood showed a strongly positive 
Wassermann reaction. The Takata-Ara test was 
also strongly positive. The serum protein was 
6.5 grams per cent. A liver function test showed 
15 per cent retention of dye in the serum. 

X-ray examination showed gross enlargement 
of the spleen and evident reduction in the size 
of the liver. The esophagus showed multiple, 
rounded fiiling defects in its lower half but 
showed no other essential change from its pre- 
vious appearance. 

An abdominal paracentesis produced 9,000 
cubie centimeters of brownish yellow, slightly 
turbid fluid with a specific gravity of 1.012 and 
with 200 white blood cells per cubic millimeter. 
The total protein was 2.9 grams per cent. Fol- 
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lowing the tap a small plum-sized, rather firm 
mass was felt in the mid-line, halfway between 
the xiphoid and the umbilicus. The patient re- 
ceived repeated doses of salyrgan with good 
diuresis. Several abdominal taps were per- 
formed, and the patient was discharged im- 
proved on the twenty-eighth hospital day. 

Third Admission (7 weeks later). Following 
his discharge the patient felt quite well, but his 
abdomen again gradually filled, edema of the 
legs returned, and he developed a dull, aching 
pain in the epigastrium. 

Physical examination showed no essential 
changes. The tip of the spleen was, however, 
palpated. 

A liver function test showed 70 per cent 
dye retention. The serum protein was 5.6 grams 
per cent. An abdominal tap yielded 13,000 
cubie centimeters of fluid similar to that previ- 
ously noted. Improvement was temporary, and 
there was rapid recurrence of the ascites despite 
the administration of diuretics. On the twenty- 
seventh hospital day a laparotomy was per- 
formed and all the fluid drained from the abdo- 
men. The splenic artery was ligated, and an 
omentopexy performed. Shortly after the oper- 
ation the patient became deeply jaundiced. This 
gradually subsided and, although moderate as- 
cites recurred, the patient improved consider- 
ably and was discharged on the fifty-third hos- 
pital day. 

Fourth and Fifth Admissions (10 and 24 days 
later). The patient re-entered each time for ad- 
ministration of salyrgan and performance of ab- 
dominal taps in order to control the reaecumula- 
tion of ascitic fluid. He remained in the hos- 
pital a single day on each occasion. 

Final Admission (1 year later, 1 year and 9 
months after the initial entry). During the pre- 
ceding year the patient’s ascites had been well 
controlled by the administration of diuretics, 
and although his activities were limited he felt 
fairly well. Fifteen hours before re-entry he 
received an intravenous injection of salyrgan 
and 2 hours later became nauseated and vom- 
ited. About an hour later he developed steady, 
moderately severe epigastric pain, which grad- 
ually shifted to the lower mid-abdomen. He 
vomited twice and passed only a small amount 
of gas by rectum. Two enemas gave poor re- 
sults. The abdominal pain continued and as- 
sumed a rather wave-like character. About 3 
hours after the onset of his symptoms, the pa- 
tient noted that a pre-existing umbilical hernia 
had become red, tense and painful. 

Physical examination showed a thin, elderly 
man. The heart and lungs were negative. The 
abdomen was soft, and normal peristaltic sounds 
were audible. A small amount of ascites was 
noted. Just to the right of the umbilicus was 
a red, tense, tender mass, measuring 7.5 centi- 


meters in diameter, which obtruded from. be- 
neath the skin. A small, reducible, umbilicai 
hernia was noted adjacent to it. The ring of 
the hernia was small and did not admit a finger- 
tip. 

The temperature, pulse and respirations were 
normal. 

Shortly after entry a gangrenous loop of small 
bowel was resected and an end-to-end anastomo- 
sis performed. He did poorly postoperatively 
and was unable to take anything by mouth. He 
developed jaundice on the fourth day and died 
on the following day. 


DirFERENTIAL DIAGNOsIS 


Dr. Cuester S. Keerer*: The diagnostic 
problem in the present case appears to be two- 
fold: first, the nature of the hepatie disorder 
and, secondly, the cause of the final episode 
which resulted in the man’s death. 

Before proceeding with the discussion of these 
two problems, let us review the salient features 
as presented by the patient’s history, physical 
examination and the course of the illness. 

At the age of 48 years this man had had an 
attack of epigastric pain, which was relieved 
only by a hypodermic injection of medicine. 
Two years later he had an attack of jaundice, 
which persisted for about 3 months and finally 
cleared. He was then well for 8 years when 
he had an attack of abdominal distention and 
diarrhea. Finally, he entered the hospital with 
jaundice of 4 months’ duration. The physical 
findings at that time indicated jaundice and 
esophageal varices, but neither splenomegaly nor 
ascites; the Wassermann and Hinton reactions 
on the blood were positive. Under observation 
the jaundice decreased, and he left the hospital 
for a period of 4 months. When he returned 
it was found that the jaundice had subsided, 
but a new group of symptoms had appeared. 
namely, edema and ascites. At this time it was 
evident that there were striking signs of portal 
obstruction, as manifested by ascites, esophageal 
varices and splenomegaly. The ascitic fluid had 
many of the characteristics of a transudate, and 
there were additional signs of hepatie insufti- 
ciency in that the liver function test showed 
slight retention of the dye in the serum. At 
first he seemed to obtain a satisfactory diuresis 
from salyrgan. During this admission a plum- 
sized mass was found in the mid-line between 
the umbilicus and xiphoid. 

On the third admission he had an omentopexy 
and a ligation of the splenic artery. The op- 
eration was followed by jaundice, which grad- 
ually subsided but was followed by a slow re- 
accumulation of ascitie fluid. 


*Associate physician, Thorndike Memorial Laboratory, Boston 
City Hospital. 
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Finally, he was readmitted with abdominal 
pain which was localized in the epigastrium and 
lower abdomen, with abdominal distention. 
About 3 hours later an umbilical hernia became 
red, tense and painful. The physical examina- 
tion showed a small collection of fluid, a red, 
tense, tender mass beneath the skin and a reduci- 
ble umbilical hernia. An operation was done 
for the removal of a loop of gangrenous small 
intestine, jaundice recurred, and death followed 
5 days after operation. 


In brief, then, the man had two attacks of 
jaundice, 8 years apart, followed by ascites and 
signs of progressive hepatic insufficiency, two 
additional attacks of jaundice following surgi- 
cal operations, and finally, a lesion causing 
gangrene of the small bowel. 


Recurrent jaundice followed by ascites is most 
often due to intrahepatic disease, and in this 
case two possibilities suggest themselves: (1) 
syphilis of the liver with a hepar lobatum and 
(2) subacute liver atrophy. 


When any patient has symptoms and signs 
of hepatic disease and a positive Wassermann, 
it is only natural for one to entertain the pos- 
sibility of syphilis of the liver. Inasmuch as a 
serologic test does not always make an anatomic 
diagnosis, it is perhaps well to say something 
about syphilis of the liver in general. In the 
first place, if one excludes congenital syphilis, 
the condition is relatively uncommon, particu- 
larly when one confines the diagnosis to those 
cases in which the diagnosis is made by finding 
gummas in the liver or a hepar lobatum. In 
such cases the disease is latent in at least one 
half of the patients, and the diagnosis is made 
by the pathologist. There is one small group 
of cases in which the lesions in the liver are 
latent and in which the diagnosis may be sus- 
pected clinically. They are instances of amyloid 
disease in syphilitic individuals without other 
obvious cause for the amyloid disease. 

In the group in which the diagnosis may be 
entertained clinically on the basis of physical 
signs, one must have jaundice or ascites or 
hepatic enlargement or some combination of 
these three factors. The hepatic enlargement 
in syphilis may be due to: (1) atrophy of one 
lobe, usually the left, with compensatory hyper- 
trophy of the right lobe or (2) the presence of 
gummas in the parenchyma of the liver. Dur- 
ing the active phase of the disease, there is usu- 
ally fever. 

Of four cases that I have seen personally, the 
diagnosis in three was made by the pathologist. 
All of these patients died from acute liver necro- 
sis following arsphenamine therapy, and there 
was nothing in the clinical course to suggest 
gummas of the liver. In the fourth case, the 
patient had jaundice, an enlarged, irregular 


liver and a positive Wassermann. Antisyphilitic 
treatment was followed by a decrease in the size 
of the liver, a disappearance of the jaundice, 
the appearance of ascites and death. I have seen 
more patients with positive Wassermann reac- 
tions and other types of cirrhosis than with 
syphilitic cirrhosis. Moreover, I think that it is 
uncommon to see jaundice disappearing without 
specific treatment in syphilitic cirrhosis of the 
liver. So, on the basis of its infrequency, even 
in the presence of a positive Wassermann, and 
because of the recurrent nature of his disorder, 
I do not believe this man had a hepar lobatum. 

The other types of liver disease that produce 
recurrent jaundice that is followed by ascites 
are alcoholic cirrhosis, toxic cirrhosis of the 
liver, or subacute liver atrophy and biliary cir- 
rhosis. In my experience it is more common 
in subacute liver atrophy than in alcoholic cir- 
rhosis. The one feature that stands out in the 
present case is the recurrence of jaundice with- 
out pain; the only history of pain occurred 18 
years before death, and it was not accompanied 
by jaundice. Moreover, in the patients who have 
recurrent jaundice with alcoholic cirrhosis, there 
is a definite history of the consumption of large 
amounts of alcoholic beverages, and in this case 
such a history is completely lacking. In the 
present case, it was clearly evident that, follow- 
ing the second attack of jaundice, the liver 
function was greatly depressed, and during the 
second attack there were signs of portal ob- 
struction. Because of the fact that the jaundice 
was recurrent and the signs of portal obstruc- 
tion appeared after the bouts of jaundice, to- 
gether with the fact that this is most often ob- 
served in subacute liver atrophy, I incline to 
the belief that the lesion in the liver was that 
of this disease. 

The question should be raised in all patients 
with long-standing liver disease whether or not 
there is an associated primary liver cell carci- 
noma. This diagnosis is obviously a most diffi- 
cult one because of its uncommon occurrence 
and because of the fact that it is frequently as- 
sociated with cirrhosis of the liver. It may be 
suspected when a patient who has the signs of 
cirrhosis of the liver shows, in addition, enlarge- 
ment of the liver, displacement of the dia- 
phragm upward and evidence of portal or he- 
patie vein thrombosis. Signs of metastases 
should be looked for in the lungs and in the 
bones. The sign of portal vein thrombosis in 
such cases is rapidly recurring ascites which is 
frequently bloody. The rapid enlargement of 
the liver is due to the growth of the tumor and 
the invasion of the intrahepatic tributaries of 
the hepatie veins by the tumor tissue. In view 
of the observation that the liver was recorded 
as being small in this case, I can find no evidence 
allowing one to make a diagnosis of primary 
liver cell carcinoma superimposed upon cirrho- 


‘sis of the liver. 
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Finally, what was the nature of the process 
that caused gangrene of the small intestine? 
When a patient with cirrhosis of the liver de- 
velops acute abdominal pain, one immediately 
considers peritonitis or portal vein thrombosis 
with infarction of the bowel. Peritonitis results 
from infection following repeated tapping of the 
abdomen or from tuberculosis of the perito- 
neum; sometimes it arises spontaneously in the 
sense that the portal of entry is not obvious. In 
this case it is clear that the cause of the ab- 
dominal pain was infarction of the intestine. 
When this occurs in patients with cirrhosis of 
the liver, it most often follows the occlusion of 
the mesenterie vein from a retrograde thrombus 
arising in the portal vein. It is not infrequent 
for portal vein thrombosis to occur during the 
course of cirrhosis of the liver, and in some 
series of eases it has been found in about 3 
per cent of all cases. The symptoms of portal 
vein thrombosis are not always acute in these 
cases until the thrombus extends into one of the 
intestinal veins. I have observed complete oc- 
clusion of the portal vein in patients with cir- 
rhosis of the liver with no acute symptoms dur- 
ing life. I have interpreted these cases as fol- 
lows: As the cirrhosis of the liver advances the 
amount of blood that flows through the portal 
vein diminishes, so that less and less blood re- 
turns from the intestine in this way. By the 
time a thrombosis occurs, very little blood is 
passing through the liver and no acute symp- 
toms arise. When the thrombus extends from 
the portal vein into the mesenteric veins, then 
acute symptoms may arise, and they are com- 
monly those of an intestinal obstruction fol- 
lowed by the signs of peritonitis. 

In the present case, there is a note to the ef- 
fect that the pre-existing umbilical hernia be- 
eame red, tense and painful, and the examina- 
tion showed a reducible hernia adjacent to a 
tender mass, which obtruded from beneath the 
skin. It is not clear whether this was a part 
of the omentum which had been placed there dur- 
ing the omentopexy and which became inflamed, 
or whether it was a part of the hernia that 
could not be reduced. In any event it reflected 
the underlying condition in the peritoneal cav- 
ity. 

It is stated that a gangrenous loop of small 
bowel was resected. If this had resulted from 
a mesenteric venous thrombosis, I would have 
expected that a large part of the small bowel 
would have been infarcted, so that it is possible 
that this loop of gangrenous bowel resulted 
from a volvulus or an obstruction that in some 
way was connected with the previous omen- 
topexy. 

My diagnoses, then, would read: subacute 
atrophy of the liver; portal obstruction with as- 
cites, splenomegaly and esophageal varices ; jaun- 
dice; umbilical hernia; gangrene of the small 


intestine resulting from obstruction to the bowel 
by the omentum; general peritonitis (?); trac- 
tion diverticulum of the esophagus; syphilis 
(serologic). 


X-RAY INTERPRETATION 


Dr. AuBreEY O. Hampton: This is a plain ab- 
dominal film taken at the first entry. This is the 
small area of calcification described at the lower 
end of the right ureter. It could be stone or 
calcium in the iliae artery. The patient had one 
loop of small bowel here that contained gas at 
that time. At the motor meal examination the 
small bowel apparently functioned normally, and 
barium passed through. There is very little 
evidence of enlargement of the spleen. The 
esophagus shows fairly coarse varices, these 
linear and tubular filling defects extending up 
to the bifurcation of the trachea. This diver- 
ticulum is in the usual position, in the middle 
third of the esophagus, and does not amount 
to much. The esophagus is contracted here, and 
the varicose veins are obliterated by peristaltic 
reaction. That shadow looks like a hernia. It 
might be a small hiatus hernia. I think most 
of it is the esophagus. The colon is not dis- 
placed by either the spleen or the liver at the 
first examination. At the second examination 
we thought the spleen was unusually large. 
That was 5 months later. 


CLINICAL Discussion 


Dr. Cuester M. Jones: Dr. Keefer has out- 
lined a good many of the mental processes that 
we went through during the 2 years that this 
man was followed. In looking over the story 
in retrospect, there are one or two features that 
we either overlooked or did not pay enough at- 
tention to. One was the attack of jaundice 15 
years before with the second attack of pain. We 
were not impressed so much by that as we should 
have been, it seems to me. When he first came 
in he was a surgical patient and, in going over 
the case with the surgeons, we felt that he 
had the general appearance of a patient with 
carcinoma of the pancreas, and that diagnosis 
was considered rather seriously at the time. He 
was discharged from the hospital as a case of 
jaundice of unknown cause. We felt that oper- 
ation was not justified. He was placed on a high 
carbohydrate diet and did very well until his 
jaundice reappeared; and, at that time, we 
thought he had cirrhosis of the liver. The ques- 
tion was whether it was alcoholic cirrhosis or 
the type that occurs following subacute yellow 
atrophy or that due to syphilis. We were in- 
clined to think that syphilis played a very small 
part in the entire picture and, while we ad- 
mitted that he did have syphilis, it was not 
treated energetically. He had fairly adequate 
dosage of potassium iodide over a period of 
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many months. That was the only form of ther- 
apy he received. Because of his ascites and be- 
cause of his esophageal varices, it seemed to us 
that it would be worth while to do an omen- 
topexy to eut down the splenie circulation, and 
at operation Dr. Young ligated the splenic artery 
and did an omentopexy. The patient did fair- 
ly well for about a year and a quarter after 
the operation. The ascites recurred at moderate 
intervals but was handled very easily by intrave- 
nous salyrgan or by mereury by rectum. We 
gave him mercury suppositories for 2 weeks and 
the third week salyrgan, and with that routine 
he kept fairly symptom-free, weut back to work 
as a salesman and gained weight, which was 
not due to edema or ascites. He then came in, 
as Dr. Keefer has mentioned, as an acute ab- 
dominal emergency. I did not see him at that 
time, but Dr. Baker saw him and felt that a 
loop of bowel had become strangulated in his 
umbilical hernia. Operation was done for that 
reason. After his final operation he went down- 
hill rapidly and presented all the clinical find- 
ings of acute yellow atrophy. He became stupor- 
ous, had the typical odor to his breath that 
we associate with cirrhosis of the liver, and be- 
came definitely jaundiced, whereas he had not 
been jaundiced the week before. As I recall 
it, the discharge diagnosis was acute yellow 
atrophy or hepatic insufficiency plus. possibly, a 
localized peritonitis at the site of the anastomo- 
sis of the two ends of the bowel. 


In going back over the case there are sev. 
eral points of interest. The first attack of pain 
and jaundice, 15 years before admission, may 
well have been subacute yellow atrophy. Dr. 
Keefer mentioned the fact that pain occurs fre- 
quently in biliary cirrhosis. It is not too un- 
common to have severe pain in instances where 
the patient has a fairly acute atrophic process 
in the liver due to any cause, and I think it is 
quite probable that 15 years before admission 
he had an attack of subacute yellow atrophy 
and had no further evidence of intrahepatie dis- 
ease until 15 years later. Another interesting 
point is that his small bowel became caught in 
his hernia 2 hours after he had salyrgan. He 
almost always had a very quick response to 
salyrgan,—a tremendous diuresis in a very short 
time,—and I am wondering whether, because of 
the rapid disappearance of fluid, the intestinai 
contents may have, in a sense, become displaced, 
much as if he had a tap done, and the small 
bowel caught in the hernia. Umbilical hernias 
are very common in cirrhosis of the liver. I 
have forgotten the statistics, but I think that 
one third of the patients, if they live long enough. 
in time have hernias in association with the re- 
curring ascites. As I have said, we did not 
seriously consider the question of syphilis of 
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the liver. It is very uncommon on the medi- 
eal wards. We gave him half-hearted treat- 


ment. We were sure that we should not give 
him arsenic. We thought that he should be 
treated as a case of cirrhosis with recurrent as- 
cites rather than as syphilis of the liver. 

Dr. Wauter E. Garrey: I am sorry that Dr. 
Young is not here to discuss the interesting op- 
eration of ligation of the splenie artery and 
omentopexy, Which apparently did benefit this 
man. I did not see the patient until the last 
episode, and I believe that there are several 
points that need clarification. He came in with 
an irreducible umbilical hernia of 13 hours’ 
duration. At the time of arrival at the hos- 
pital we operated under spinal anesthesia and 
found a gangrenous loop of small bowel in the 
umbilical hernia. The hernial ring was no big- 
ger than a finger, and the hernia was not re- 
lated to the previous omentopexy in any way. 
The bowel was clearly nonviable. We felt that 
this patient would never survive with a double- 
barreled enterostomy and that the best thing 
to do was a resection and a re-establishment of 
intestinal continuity, so that he would be able 
to take nourishment and might survive. We did 
this with a careful aseptic technic, feeling that, 
with an abdomen full of ascitic fluid and a 
small intestine: obstructed for 13 hours, there 
was a very real danger of contamination of the 
ascitic fluid and peritonitis. He never vomited 
until after he lapsed into coma. He had a small 
amount of residual in the stomach for 2 or 3 
days. On the third day he took 2,400 cubic 
centimeters of fluid, and aspiration was hega- 
tive at the end of that day. He then became 
jaundiced, and, as you have been told, went 
rapidly downhill. His abdomen remained soft 
and nontender, and prior to that he passed gas. 

Dr. Howarp B. Spracve: How much salyr- 

gan did he receive? 

DR. JONES: I should say that he had about 
25 injections in a year. 

Dr. SPRAGUE: It is always worth remember- 
ing that salyrgan was invented as an antisyph- 
ilitie drug, and he probably had more anti- 
syphilitic treatment than we thought. 


CLINICAL DIAGNOSES 
Cirrhosis of the liver (toxic). 
Strangulated umbilical hernia. 
Cholemia, acute. 
Tertiary lues. 


«Dr. CHESTER S. KEEFER’S DIAGNOSES 


Subacute atrophy of the liver. 

Portal obstruction with ascites, splenomegaly, 
esophageal varices. 

Jaundice. 

Umbilical hernia. 

Gangrene of the small intestine resulting 


from obstruction to the bowel by the 
omentum. 
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General peritonitis ? 
Traction diverticulum of the esophagus. 
Syphilis (serologic). 


ANATOMIC DIAGNOSES 


Cirrhosis of the liver, texie and luetic (hepar 
lobatum). 

Operative wound: incarcerated umbilical 
hernia with infarction of the small in- 
testine. 

Operative scar: omentopexy, ligation of the 
splenic artery. 

Thrombosis of the splenic artery. 

Splenomegaly, slight, with fibrosis. 

Cholecystitis, chronic. 

Ascites. 

Retroperitoneal collateral circulation. 

Esophageal varices. 

Icterus. 

Nephritis, chronic vascular. 

Arteriosclerosis, moderate aortic. 


PATHOLOGICAL DISCUSSION 


Dr. Tracy B. Mauuory: Dr. Keefer, I feel 
sure, was very wise in not attributing this man’s 
symptoms to a hepar lobatum; nevertheless, he 
did have a hepar lobatum! However, he had 
more than that. Let us look at the liver for a 
moment. I think there is no question that we 
have to call it a hepar lobatum. There is this 
extraordinary projection here in the middle por- 
tion of the anterior margin, where there would 
normally be no lobe at all, and as I turn the 
specimen over and around you see various odds 
and ends of liver substance projecting out in 
every direction. In addition, however, each of 
these nodules is very finely granular and ob- 
viously cirrhotic, while the liver as a whole is 
markedly atrophic; so that we either have to 
assume that syphilis can produce a diffuse cir- 
rhosis, which I think is extremely improbable 
in an adult, or that he had two lesions, an old 
hepar lobatum, which in all probability was 
causing no trouble—they seldom do—plus a 
subacute atrophy, and that would be my diag- 
nosis in the case. 

A Puysician: The atrophy was probably re- 
current? 

Dr. Mauitory: It was recurrent without 
much question. There was nothing very acute 
going on at the time of death. I believe it is a 
liver on which it would be difficult to get two 
pathologists to agree as to the exact diagnosis. 
On microscopic examination the liver cells 
showed considerable amounts of hyaline de- 
generation, which ordinarily is pretty good evi- 
dence of an ‘‘aleoholic’’ cirrhosis. On the other 
hand, where patients have been constantly jaun- 
diced over long periods of time they some- 
times develop rather atypical hyalin, in the form 
of large globules rather than the fine network 


which is characteristic of the alcoholic cases, 
and I think that is the case here. We have seen 
hyaline degeneration of the aleoholie type in 
cases that we know are not alcoholic. 

It is inieresting that the omentopexy had 
‘*taken’’ very well, and there were a great many 
small venous channels in the capsules of the 
liver. As omentopexy goes, we have to rate 
this as quite successful. It is interesting that 
ligation of the splenie artery had done noth- 
ing to the spleen; there was no infarction or 
necrosis. I do not believe the ligation could 
have altered the cireulation significantly. 

A Puysictan: There is no note as to whether 
ligation was done in continuity or separately. 

Dr. Garrey: It was ligated doubly, in con- 
tinuity at the time. 

Dr. MALLory: There was retrograde throm- 
bosis of the splenie artery, so that it was com- 
pletely blocked and filled, yet there was no 
necrosis of the spleen. 

A Puysician: How much did the spleen 


weigh ? 
Dr. MAtLory: It weighed 250 grams; some- 
what ‘small. It may have been larger at the 


time of operation. There was no evidence at 
autopsy to explain the immediate cause of death. 
The resection of the loop of jejunum was ap- 
parently successful. There was only an extreme- 
ly localized peritonitis, and I think we have 
to say that he died of liver insufficiency. 

Dr. Jones: He had the clinical appearance 
of liver insufficieney—gradually increasing jaun- 
dice, coma and the very curious odor to his 
breath that, so far as I know, one finds in no 
other condition. I went over the history with 
him on numerous oceasions, and also with his 
wife, and, so far as I could tell, there was no al- 
coholie history. 


CASE 23132 
PRESENTATION OF CASE 


A 61 year old American mailman was ad- 
mitted complaining of pain in the chest and 
fever. 

Six days before entry, the patient developed 
a slight, nonproductive cough after swimming. 
He slept poorly that night and on the follow- 
ing morning had a mild, shaking chill, associ- 
ated with slight pain in the right chest. He 
continued to work during the succeeding 3 days 
and on one occasion went swimming a second 
time. On the day before entering the hospi- 
tal he experienced another chill, which was ac- 
companied by vomiting, return of pain in the 
right chest and profuse perspiration. Shortly 
afterward he became feverish, and a physician 
urged hospitalization. The cough continued to 
be nonproductive and had been voluntarily re- 
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pressed in order to prevent aggravation of the 


n. 

“ bladder operation had been performed 14 
years prior to entry, but no pertinent details 
were recorded. 

Physical examination showed a well-developed 
and nourished, cyanotic, slightly dyspneic man, 
who complained of considerable pain in the right 
chest. The pharynx was injected, and the 
tongue dry. There was limited expansion of 
the right side of the chest. Dulness was elicited 
in the right axilla between the fourth and the 
sixth rib and posteriorly between the seventh and 
the ninth rib. In this region there were bron- 
chial breathing, increased tactile fremitus and 
exaggerated vocal resonance. The base posterior- 
ly on this side was flat to percussion, and dimin- 
ished bronchial breathing was audible. No rales 
were heard. The heart was normal. The blood 
pressure was 140/80. There was slight tender- 
ness in the right upper quadrant. The physical 
examination was otherwise negative. 

The temperature was 103.6°F., the pulse 100. 
The respirations were 30. 

Examination of the urine showed a specific 
gravity of 1.028. The sediment contained 1 to 
2 white blood cells and an occasional red blood 
cell per field. There was no albumin. The 
blood showed a red cell count of 5,250,000, with 
75 per cent hemoglobin. The white cell count 
was 19,700, 89 per cent polymorphonuclears. Ex- 
amination of the stool was negative. A blood 
Hinton test was negative. The nonprotein nitro- 
gen of the blood was 29 milligrams per cent. 
The serum chlorides were equivalent to 94 cubic 
centimeters N/10 sodium chloride. 

X-ray examination of the chest showed an area 
of dulness on the right side, which corresponded 
roughly to the region of the lower lobe. The 
outline of the diaphragm on this side was in- 
distinct, but the heart was not displaced. The 
remainder of the lung fields was clear. 

The patient’s temperature remained elevated 
between 101° and 104°F., and the area of dul- 
ness increased in extent. On the second hospi- 
tal day another chest film showed an increase 
in the amount of fluid. There was a fusiform 
area of density in the region of the interlobar 
septum between the right upper and middle 
lobes. Blood cultures showed a hemolytic strep- 
tococeus. A right thoracentesis produced about 
500 cubie centimeters of thin, cloudy fluid with 
a specific gravity of 1.018, containing 17,000 
white blood cells and 3,000 red blood cells per 
cubic millimeter. Smears showed many short 
chains of gram-positive cocci, and cultures grew 
hemolytic streptococci. The white cell count 
rose to 48,000, 93 per cent polymorphonuclears. 
The icteric index was 20 units. Daily chest 
taps were performed. On the fifth day dyspnea 


became more pronounced. Dulness appeared at 
the left base. An x-ray film showed evidence 
of fluid in both pleural cavities. The patient’s 
temperature thereafter remained between 99° 
and 101°F., the white cell count diminished to 
25,000, and he appeared to improve. On the 
ninth hospital day flatness was no longer ap- 
parent at either base, although there was still 
dulness on the right side inferiorly. Scattered 
moist rales and a pleural friction rub were audi- 
ble in the left lower chest. Two days later he 
became much worse; his pulse rose to 120, his 
respirations to 50, and the heart sounds were 
muffled in character. He died on the twelfth 
day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Donatp Kine: It is perhaps worth 
while to stop at the end of the first paragraph 
and ask what are the most likely diagnoses which 
would explain the two outstanding symptoms of 
pain in the chest and fever. One thinks, first, 
of pneumonia, secondly, of tuberculosis, thirdly, 
of some chronic underlying pulmonary condi- 
tion—either tumor or bronchi associated 
with an acute suppurative process, and, d, fourth- 
ly, of pulmonary infarct. Then, proceeding 
from the lungs to the other most important 
structure in the chest, there is the possibility 
that the heart itself might be the organ, in- 
volved by coronary thrombosis or pericarditis. 

The symptoms are characteristic of an acute 
pneumonia in that there is a chill with severe 
pleurisy on the right side. The bloody or rusty 
sputum necessary to complete the picture of typ- 
ical pneumococcus lobar pneumonia is absent, 
yet this does not rule out a pneumonic process. 
Vomiting is not a common symptom at the on- 
set of a pneumonic infection in an adult, but 
it sometimes occurs and is, of course, charac- 
teristic of any of the acute infections of child- 
hood 


The past history gives us no help. There 
is no family history to show a possible back- 
ground of tuberculosis. There is no story of 
chronic respiratory infection or weight loss, such 
as might be associated with pulmonary carci- 
noma. 

The history as given is, then, fairly char- 
acteristic of a pneumoniec infection in a man 
of 61. It is not a typical pneumococeus lobar 
pneumonia and we have so far no real clue as to 
the nature of the etiologic organism. 

Physical examination shows the patient to be 
well nourished. This is of some importance in 
helping to rule out a pre-existing infection or 
tumor. Cyanosis is present, and this may be 
considered a bad prognostic sign, since it has 
apparently come early in the course of a pneu- 
monie infection. The physical signs are obvi- 
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ously those of consolidation in the right ling 
with an area at the extreme right base pos- 
teriorly where the signs are those of fluid, al- 
though the tactile fremitus, which is so impor- 
tant, is not mentioned. The tenderness in the 
right upper quadrant justifies a pause in one’s 
thinking, because there have been a chill and 
vomiting and no sputum. It is just conceiv- 
able that we are dealing, not with a pulmonary 
process, but with a primary infection in the 
gallbladder or liver. Later developments, hew- 
ever, rule out this possibility. 

The pulse of 100 at the time of admission and 
the respirations of 30 give a chart which augurs 
well for the future. The white cell count of 
19,700 at the time of admission is very satis- 
factory. It is not the leukopenia which we 
know to be of alarming significance, nor is it 
the very high white count which one associates 
with overwhelming streptococcus infection. The 
serum chlorides are a little low, as one would 
expect in an acute pneumonic infection. This 
chemical test was done because in this hospital 
at the present time Dr. Bock is giving large 
amounts of sodium chloride during the course 
of the acute lobar pneumonias, partly because 
of the known deficiency of chlorides in the blood 
and partly because the patients are less apt to 
be bothered by sweats if the chloride intake is 
high. 

The most important laboratory examination 
is left out of the record, namely, the sputum 
examination. It may be assumed that the pa- 
tient was not raising sputum, but one should al- 
ways have in mind the fact that most patients 
can raise a sufficient amount of sputum for ex- 
amination if the doctor stands over them and 
insists that they cough it up. It is perhaps 
not so important in this case as in the more 
typical pneumococeus cases to know the type of 
pneumococcus which may be present. With the 
successful use of types I and II, and now of 
types V and VII, antiserums a careful pneu- 
mococcus typing is assuming greater rather than 
less importance. 

The first x-ray is consistent with lobar pneu- 
monia in the right lower lobe and is only sug- 
gestive of fluid on that side. The x-ray taken 
the next day shows that the fluid has definitely 
increased, and in the postero-anterior film there 
is mentioned a small fusiform area of density, 
which is, I believe, characteristic of an inter- 
lobar effusion. We have learned to be skeptical 
about the so-called fusiform shadows which are 
shown in many of the lateral films. These 
shadows have often proved to be due, not to 
interlobar effusions, but to disease in the mid- 
dle lobe itself. They may also be produced 
when a high right diaphragm overlaps the pos- 
terior border of the heart, giving a spindle- 


shaped shadow. In the present case, however, 
the shadow is in the postero-anterior and not 
the lateral film and is too high to be confused 
with middle lobe or diaphragm shadows. 

We now come to a more definite diagnostic 
aid than is usually given us in these case dis- 
cussions. The blood culture and the culture 
of the pus from the pleural cavity seem to me 
sufficient to establish a diagnosis, since hemolytic 
streptococci were obtained from both sources. 
The sudden rise in the white cell count in strep- 
tocoeeus cases is characteristic of rapidly de- 
veloping empyema. In the cases reported a year 
ago by Dr. Cass, the counts went as high as 
70,000 to 90,000, with 93 to 96 per cent poly- 
morphonuclears. 

The treatment in this case was that of medicai 
rather than surgical drainage, and such treat- 
ment was the one of choice. Furthermore, it 
would seem from the story that during the first 
few days the patient was improving under medi- 
cal drainage, first on the right and then on the 
left side. The signs of fluid were disappearing 
from both chests, the temperature was lower, 
and the white count was falling. There is no 
reason to believe that in this case surgical drain- 
age would have been more effective. 

The sudden change for the worse is to be ex- 
pected in a ease of such extensive hemolytic 
streptococcus infection as this. The only sur- 
prising thing is that the patient was able to 
live as long as he did and make the improve- 
ment which he made. So far as our story goes. 
we have one finding which is probably of sig- 
nificance in indicating the complication which 
was the final cause of death. The heart sounds 
are stated to be ‘‘muffled’’ in character.  Al- 
though we have no other evidence of increasing 
pericardial fluid, we can, I believe, safely as- 
sume that there was a complicating pericarditis. 
This has been present in some of the other autop- 
sied cases. 

Judging from other streptococcus cases, par- 
ticularly from the findings of the autopsied case 
reported by Dr. Cass, we should assume that, 
in spite of the apparently suecessful drainage 
of the large amounts of streptococeus pus, 
there were pockets of empyema still persisting. 
From the x-ray picture we may conclude that 
one of these pockets was in the interlobar sep- 
tum. There may or may not be streptococcus 
infection under the diaphragm or in the kidney. 
In other cases, various abdominal localizations 
of pus have been found. 
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Dr. Donatp 8S. Kina’s DIAGNOSES 


Hemolytic streptococcus pneumonia with bilat- 
eral empyema and persisting pockets of 
empyema. 


Hemolytic streptococcus pericarditis. 
ANATOMIC DIAGNOSES 
Bronchopneumonia, unresolved, 
Streptococcus hemolyticus. 
Pleuritis, acute fibrinous, bilateral, Strepto- 
coccus hemolyticus. 


Encapsulated empyema cavities, pleural and 
interlobar. 


Pericarditis, acute fibrinous. 
Septicemia, Streptococcus hemolyticus. 
Pulmonary abscess, left lower. 


bilateral, 


PATHOLOGICAL DiscussION 


Dr. BENJAMIN CASTLEMAN: At autopsy both 
pleural cavities showed an extensive, thick, 
fibrinous exudate which obliterated the pleural 
spaces. In places the exudate measured 1.5 
centimeters in thickness. In addition, there 
were several encapsulated empyema cavities on 
the right side. A few were located anteriorly 
and were about 3 centimeters in diameter. There 
was a larger cavity filled with about 300 cubic 
centimeters of thin, yellowish-brown, purulent 
material located posteriorly, involving the up- 
per third of the pleural cavity and extending 
from the posterior axillary line to the vertebral 
column. The fusiform area of density demon- 
strated by x-ray in the region of the interlobar 
septum proved to be an encapsulated interlobar 
empyema. There was also another empyema 
cavity between the lower lobe and the dia- 
phragm. There was no empyema on the left 
side, although the acute pleuritis on this side 
was almost as severe as on the right. 

The lungs did not show the extensive pneu- 
monia that was expected. All the lobes on both 
sides were doughy, quite red, but not definitely 
consolidated. Microscopic examination showed 
thickened alveolar walls, some atelectasis and 
sufficient fibrosis and monocytic cells to make 
one believe that there had been a bronchopneu- 
monia which had failed to resolve completely. 


In the pefiphery of the left lower lobe there 
was a small abscess. 

As Dr. King predicted, the final complication 
that caused the patient’s death was an acute 
fibrinopurulent pericarditis. Both pericardial 
layers were thickened, the parietal measuring 
4 millimeters. There were also a pleuroperi- 
carditis and very suggestive evidence that the 
infection had spread directly from the pleura 
into the pericardium, rather than through the 
blood stream. 

The liver was enlarged, weighing 2,140 grams, 
but showed only slight congestion. There was 
no cellular degeneration. 

Dr. Kine: This patient was admitted to the 
hospital more than a year ago, and if he had 
been admitted recently certain other methods 
of treatment would probably have been tried. 
Dr. Champ Lyons’s method of using a donor 
‘‘immune’’ to infection with this specific hemo- 
lytic streptococcus, if transfusion could have 
been done early in the infection, might have 
made a great difference in the outcome. Be- 
sides ‘‘immunotransfusion,’’ we might also have 
considered making a trial of one of the newer 
chemical substances which are being recommend- 
ed in streptococcic infections. 

One of the interesting problems which arises 
regarding the etiology of this case is the rela- 
tion of the hemolytic streptococcus infections 
to so-called ‘‘influenza’’. This winter, as in 
other winters, in the course of the usual 
‘‘grippe’’ epidemic there have been a few cases 
which started exactly like the other milder cases 
but soon went over into the picture of hemolytic 
streptococcus pneumonia. <A patient recently 
came into the hospital from a _ neighboring 
school. In this school there had been 60 or 
more cases of ‘3-day fever’’ without complica- 
tions. Then there came into the infirmary a 
boy with the same onset who, at the end of 4 
days, developed pus in the pleural cavity which 
contained hemolytic streptococci. Whether this 
was a primary streptococcus infection or a strep- 
tococeus infection grafted on to a virus infec- 
tion we cannot say. The boy was treated both by 
transfusion from an immune donor and by the 
new chemicals, and for 24 hours it looked as if 
the infection were under control. He died, how- 
ever, after the development of complete anuria. 
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MENIERE’S DISEASE 


Iv the reader, while walking through the hos- 
pital wards, or while crossing Tremont Street 
during the five o’clock traffie rush, should sud- 
denly find himself thrown violently to the ground 
and should then try to get up only to be seized 
with such violent vertigo as to make it impera- 
tive for him to lie perfectly still regardless of 
his surroundings.—all having taken place with- 
out his having had any physical contact with 
anyone or anything,—he would, we imagine, take 
steps to ascertain the cause of his disastrous ex- 
perience. If he then learned that he was part- 
ly deaf in one ear and that the noises that he 
had been hearing in his head were not imagina- 
tion but were an otologie entity dignified by 
the term ‘‘tinnitus’’, he would then know that 


he was suffering from either Méniére’s disease or 
‘faural vertigo’’. When months passed and 
he experienced more and more of these attacks, 
until finally he reached a point where his one 
thought during every one of the twenty-four 
hours was related to the time of his next at- 
tack; when he refused to leave, first, his house, 
then, his room and, finally, his bed for fear 
of he knew not what; when he ostracized him- 
self from all social contacts; then, he could con- 
clude—if he bothered to think about it at all 
—that his disease was fairly severe. Of course 
as far as he was concerned it would make lit- 
tle difference to him whether he had true Mén- 
iére’s disease or ‘‘aural vertigo’. Anybody 
could call it anything he liked so long as the 
attacks were stopped. 


It has been this willingness to call Méniére’s 
disease anything that anyone likes that has re- 
tarded and confused the treatment of these ‘‘ver- 
tiginous explosions’’ in the past. Even the ac- 
cepted name for this syndrome is totally wrong, 
since the condition originally described by Mén- 
iére was something entirely unlike his so-called 
disease. Therapeusis has suffered from this same 
blight, and many a patient has had to content 
himself with ‘‘the half a loaf’’ of continual 
attention but the same number of attacks un- 
til such time as old age brought relief through 
natural causes, rather than accept the ‘‘no 
bread’’ of the same attacks unsupported by the 
interest and sympathy provided by the otologist 
or internist. 

This unfortunate state of affairs is now chang- 
ing for the better. Our hypothetical reader, 
if he has true Méniére’s disease with no demon- 
strable etiology for his vertigo, deafness and tin- 
nitus, can obtain 100 per cent relief from his 
distressing cvndition, if he is willing to be op- 
erated upon. If he prefers to take medicine 
for the rest of his life and to compromise with 
his gustatory pleasures in the matter of salt in- 
gestion, he will have rather more than an even 
chance of freedom from attacks. If he has 
‘‘aural vertigo’’ and his otologist is, for good 
and sufficient reasons, unable to correct the 
known source of his trouble, he can still be op- 
erated upon with an 80 per cent chance of re- 
lief or, if he prefers, he can take his ammonium 
chloride and salt-free diet with the same favor- 


—— 
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able outlook—provided he plays the game hon- 
estly. 

These two therapeutic procedures, especially 
the operative one, are firmly established, as 
pointed out by Munro in this issue of the Jour- 
nal, and need no further justification for their 
use. They illustrate the success attendant in 
medicine, as in everything else, on cooperation. 
The neurophysiologist, the otologist, the internist 
and the neurosurgeon, all have had equal and 
interdependent shares in developing them and 
making them available to this unfortunate class 
of patients. The work has been done on two 
continents, and many nations have participated. 
It is well that this Journal, as the representa- 
tive of New England’s medical thought, should 
make available to its readers, and through them 
to their patients, the local possibilities for relief 
from this unbelievably terrifying disease. 


THE TRANSFER OF TUMOR CELLS BY 
THE SURGICAL KNIFE 


For years, on empirical grounds, all careful 
surgeons have discarded, to be sterilized, in- 
struments with which they have cut into ma- 
lignant tissue, rather than continuing to use 
those same instruments in operative procedures 
when incising adjacent healthy tissue. This is 
particularly true in relation to biopsy and sub- 
sequent radical surgical treatment. 

A eareful study of the blades of knives used 
for incision, not only of tumor tissue but of 
apparently healthy tissue in the immediate 
vicinity of the tumor tissue, has shown that 
malignant cells are frequently adherent to the 
blades. Saphir,’ who carried on this study, 
has made direct smears from the blades of the 
knives, or washed them in saline and made 
smears from the saline suspensions. In every 
instance, smears made from knives that had cut 
through tumor tissue showed the presence of 
‘tumor cells, occasionally in very large num- 
bers. At times, smears made from material on 
a knife used for excision of a nodule for biopsy 
revealed the presence of tumor cells, even though 
there was no gross evidence of tumor in the 
tissue traversed by the scalpel. Staining reac- 
tions indicated that these tumor cells were viable 
and, therefore, a definite source of danger. While 
not every tumor cell transplanted to a new site 
is capable of growth, nevertheless, the danger 


is a real one and may explain certain of the 
recurrences in the surgical sear when appar- 
ently satisfactory excision had been done so far 
as removal of the tumor was concerned. 

The added procedure of changing the instru- 
ments is so slight and is already in such general 
use that even a potential rather than an actual 
danger should be sufficient for every surgeon to 
insist on its being rigidly earried out. 

REFERENCE 
1. Saphir, O.: Surg. Gyn. & Obst. 632775, (Dec.) 1936. 


SWING 


SoMEWHERE in the frontal region of the cere- 
brum is a timing device of considerable impor- 
tance. Upon it depends the efficient performance 
of many professional activities, from tap danc- 
ing to the hitting of home runs. That it is one 
of the higher faculties is evident when we con- 
sider the ease with which it is impaired or lost. 
Relatively small amounts of anesthetics or alco- 
hol or atherosclerosis may so dull the precision 
of this timing device that automobiles are made 
to collide, or even ships to sink. When these 
things happen we refer to the basic cause as an 
error in judgment; often this error consists in 
nothing more than a decrease in acuity of the 
sense of time. 

This sense may be of as great professional 
value to the doctor as it is to the bass drummer 
or the hockey player. For example, the timing 
of heart murmurs, the recognition of various 
eardiae arrhythmias, the lesser degrees of irreg- 
ularity in respiratory rates, and the separation 
of the cardiac from the pulmonary components 
of certain friction rubs are things that come 
within the ordinary scope of a sense of rhythm. 

The sense itself may be sublimated into forms 
that at first sight have little to do with rhythm. 
One such consists in the thoughtful observation 
of periodic swings, as business cycles, revivals 
of fashions and recrudescences of peptie ulcer 
activity. On the other hand, appreciation of 
musical tone and quality depends upon sensitiv- 
ity to much more rapid recurrence of periodic 
stimulation, as does also the artist’s sense of 
color, which is due to the differentiation of wave- 
lengths of light. We would seem to live and 
work altogether in an environment, not of steady 
pressures, but of recurring degrees of activity, 
from birth to death, as rhythmie as our heart: 
beats. 
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ContTaINs articles by the following named au- 
thors : 


Munro, Donatp. M.D. Harvard Medical 
School, 1916. F.A.C.S. Visiting surgeon in 
charge of neurological surgery, Boston City Hos- 
pital. Assistant professor of neurological sur- 
very, Harvard Medical School. Associate pro- 
fessor of neurological surgery, Boston Univer- 
sity School of Medicine. Address: 818 Har- 
rison Avenue, Boston, Mass. His subject is 
‘‘The Surgical Treatment of Certain Repeated 
Explosive Attacks of Vertigo Occurring in the 
Absence of Any Demonstrable Etiology—Mén- 
i¢re’s Disease.’’ Page 539. 


Epstein, NatHan. M.D. University of 
Munich, Germany, Medical School, 1934. For- 
merly, assistant in biochemistry, Columbia Uni- 
versity School of Physicians and Surgeons. Now, 
Charlton Research Fellow in Pediatrics, Tufts 
College Medical School. Address: 20 Ash 
Street, Boston, Mass. His subject is ‘* Neuro- 
fibromatesis with Intrathoracie Neurofibromas.’’ 
Page 551. 


Low, Merritt M.D. Harvard Medical 
School, 1933. Formerly, surgical resident,-Chil- 
dren’s Hospital, Boston and resident physician, 
Philadelphia Hospital for Children. Now, school 
physician, Eaglebrook School, Deerfield, Mass. 
Address: Eaglebrook School, Deerfield, Mass. 
His subject is ‘‘Tannie Acid—Silver Nitrate 
Treatment of Burns in Children.’’ Page 553. 


Mintz, E. Ross. M.D. Université de Paris 
Faculté de Médecine, 1928. Assistant urologist, 
Massachusetts General and Palmer Memorial 
hospitals. Assistant in urology, Harvard Medi- 
cal School. Address: 6 Commonwealth Avenue, 
Boston, Mass. His subject is ‘‘ Benign Tumors 
of the Serotum.’’ Page 557. 
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Case Histories 


CERVICAL CANCER ASSOCIATED WITH 
PREGNANCY 


Mrs. J. B., a white secundigravida, 41 years 
of age, was seen on April 10, 1934, when 26 
*A series of selected case histories by members of the Section 
published weekly 


ments and by are solicited and will 
be discussed by members of the Secti 


No. 15. 


weeks pregnant. Her physician had followed 
her prenatal course from January to April, 
examining her by vagina at each visit, both 
digitally and with a speculum. Her general 
health had been good, and there had been no 
vaginal bleeding or other discharge since her 
last period, which had begun on October 10, 
1933. Early in April, however, the speculum 
had disclosed a growth on the cervix which had 
not been observed the previous month, and the 
patient had been referred to a surgeon, by whom 
she was seen in consultation. 

The patient’s family history was essentially 
unimportant, save that her mother, who was still 
living, was a diabetic. The patient’s past his- 
tory was negative, except for mumps in child- 
hood and chicken pox at the age of 30. Her 
appendix had been removed without drainage 
at the age of 16. She had had her right antrum 
drained at 38, and her tonsils were removed at 
the same time. Menstruation had begun at 13 
and was of the 28 to 30 day type, each period 
lasting 11% days and being unaccompanied by 
pain. There had never been any leukorrhea. 
Her first pregnancy, which was complicated 
toward the end by albuminuria, had resulted in 
the birth of a living female child at term in 
1924. Whether the delivery was normal or 
instrumental was uncertain. The infant, who 
weighed 6 pounds, 10 ounces at birth, was liv- 
ing and well. There had been no other preg- 
nancies, 

Physical examination revealed a_ well-devel- 
oped and well-nourished woman, with a normal 
temperature, pulse rate, blood pressure and 
urine. The uterus was enlarged to a size that 
was consistent with a pregnancy of 6 calendar 
months, or 26 weeks. The presentation and 
position of the fetus were not definitely made 
out. The fetal heart was regular in rate and 
rhythm and was best heard in the left flank. 
Vaginal examination revealed a smooth, hard 
growth on the anterior lip of the cervix, which 
did not involve the vault or the broad ligament 
on either side. A biopsy specimen had been re- 
moved from this growth a short time before. 
This specimen, on section, proved to be a rap- 
idly growing epidermoid carcinoma, grade III. 
There was no evidence of local or generalized 
glandular involvement. 

In view of the late stage of the pregnancy, 
the sensitivity of this type of growth to radium 
therapy and the desire of the patient and her 
husband for a living child, it was decided to 
treat the cervical tumor with radium, and to 
deliver the infant by abdominal cesarean sec- 
tion as soon as viability could be assured. Ae- 
cordingly, treatment was instituted with 2,000 
milligram hours of radium applied by means of 
needles passed into and through the cervix on 
April 18, and a similar dosage was adminis- 
tered on April 27. The local results were strik- 
ing. At the second application the growth had 
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already shrunk to some four or five small nod- 
ules, and the patient was allowed to leave the 
hospital on May 10. 

The balance of her pregnancy until early 
June elapsed uneventfully. She had some yel- 
lowish vaginal discharge for several weeks fol- 
lowing radium therapy, but this decreased pro- 
gressively and finally disappeared. Antepar- 
tum examination on June 5 showed the fundus 
29 centimeters above the symphysis, correspond- 
ing to 8 calendar months, or about 34 weeks. 
The uterus contained one child in left occipito- 
anterior position, with the vertex above the 
pelvic brim. The fetal heart rate was 140 in 
the left lower quadrant. The patient weighed 
193 pounds; the blood pressure was 112/78; 
while her catheterized urine showed a slight 
trace of albumin with only a moderate number 
of epithelial cells and scattering leukocytes in 
the sediment. 

On June 8 the patient was admitted to the hos- 
pital for elective cesarean section on June 11. 
She ruptured her membranes spontaneously at 
6:45 a. m., June 9, however, and the operation 
was carried out as soon thereafter as possible, 
with labor still in abeyance. She was anesthe- 
tized with 150 milligrams of novocain intra- 
spinally without preliminary sedation. A high 
classical cesarean section was performed, which 
aimed to avoid the lower uterine segment as 
far as possible. A 5 pound, 10 ounce female 
infant was delivered in good condition. Ex- 
ploration of the pelvis following suture of the 
uterine wound showed no evidence of metastatic 
involvement of the parametria or of the pelvic 
lymph nodes. Both ovaries were slightly 
atrophic and hemorrhagic. The patient and 
baby were returned from the operating room 
in good condition. 

Hospital convalescence was normal for both 
the patient and her baby. The latter was placed 
on a formula from the start, and no attempt at 
breast feeding was made. When born it showed 
a loss of lanugal hair from the scalp and a 
vesicular eruption on the arms and legs, pos- 
sibly resulting from the radiation. When it 
left the hospital, however, its skin condition 
was normal, and the scalp was showing a sat- 
isfactory growth of hair. The mother was al- 
lowed out of bed on June 23 and was dis- 
charged, with the baby, on June 28. At dis- 
charge, the cervix showed no evidence of growth 
either by palpation or by inspection. 

Six weeks after the operation, the patient 
felt well and looked well. A report from the 
surgical consultant indicated that there was 
no sign of recurrence of malignancy. 

In January, 1935, the same consultant re- 
ported that the patient’s health was excellent 
save for moderate arthritis of the shoulders and 
neck. Examination at this time showed that 
the abdomen was negative, the cervix had dis- 


appeared and there was no evidence of malig- 
nancy either in the pelvis or in the regional 
lymph nodes. Late that month, however, she 
became ill with a severe pain in the back, sug- 
gestive of lumbago. X-ray investigation showed 
rapidly progressive, metastatic malignancy, in- 
volving both the dorsal and the lumbar spine, 
and the patient died in early April. There 
was no autopsy. 


Discussion. This case presents the following 
points of interest : 

1. The sudden appearance of a highly ma- 
lignant cervical growth during pregnancy. This 
may be inferred from three observations: 

a. The presumable absence of the growth 
until the examination in early April. The 
patient stated that her physician had exam- 
ined her at monthly intervals, both digitally 
and by speculum, from January to April, 
inclusive, and that the growth was discovered 
first at the examination in April. 

b. The fact that there had been no bleed- 
ing or other abnormal vaginal discharge fol- 
lowing the cessation of her last menstruation. 

e. The fact that biopsy showed the growth 
to be of grade III malignancy. 


2. The question as to the proper treatment 
of the combined conditions, cervical carcinoma 
and pregnancy. 

a. If the cancer alone were to be consid- 
ered, in the absence of the pregnancy, the 
growth was obviously operable, in that there 
was no involvement of the vagina, parametria 
or regional lymph nodes. In like manner, the 
type of growth was one that is known to be 
radiosensitive, and an excellent chance of cure 
was offered by radium therapy. 

b. The same option of two methods of 
treatment would have been available had the 
patient been in the first trimester of preg- 
nancy, provided she and her husband were 
willing to sacrifice the fetus, in which case, a 
total hysterectomy could have been consid- 
ered or radiation of the cervix following in- 
strumental evacuation of the uterus. 

ce. At the time of diagnosis, however, the 
patient was within 9 weeks of viability for 
her infant, which she and her husband were 
unwilling to sacrifice. This consideration ob- 
viously ruled out immediate cesarean section 
followed by complete hysterectomy. On the 
other hand, since the probability of extensive 
growth and metastasis of the tumor during 
the following 9 weeks was extremely great, 
a course of watchful waiting without an im- 
mediate attack on the neoplasm did not seem 
justified. The course described above, was, 
therefore, pursued, with very little concern 
as to any deleterious effect of radium on a 
6 months’ fetus. The results on the cervical 
growth were strikingly prompt and favorable, 
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and the only recognized effects on the fetus 
when delivered 9 weeks later were the tem- 
porary alopecia and the vesicular skin erup- 
tion, both of which promptly disappeared. 
The eventual outcome for the mother was ad- 
mittedly disappointing, but it is impossible 
to be sure that, had she been subjected to a 
total hysterectomy when the cancer was dis- 
covered, the results would have not have been 
the same. 


THE TREASURER’S REPORT 
CoverING REFUND DISTRIBUTION 

Tue Treasurer of the Massachusetts Medical 
Society makes the following report regarding 
the refund to District Societies for 1937. 

The Council voted to distribute the sum of 
$5000 to District Societies. The total number 
of payments of annual dues received by the 
Treasurer, by March 2 to be counted for the 
refund, was 3,734. Therefore the refund to the 
District Societies for each paid Fellow is $1.339. 

The following table gives the number of pay- 
ments in, and the refund to, each District: 


Number 

District Reported Paid Check 
Barnstable 41 54.91 
Berkshire 81 108.47 
Bristol North 59 79.01 
Bristol South 159 212.91 
Essex North 148 198.18 
Essex South 193 258.44 
Franklin 38 50.89 
Hampden 246 329.40 
Hampshire 33 44.20 
Middlesex East 95 127.22 
Middlesex North ........... 101 135.25 
Middlesex South ............. 715 957.39 
Norfolk 645 863.66 
Norfolk South 100 133.91 
Plymouth 103 137.93 
Suffolk 553 740.47 

Worcester 344 460. 
Worcester North. ............. 80 107.13 
3734 $5000.00 


In 1936, for comparison, the total number of 
payments for the refund was 3,516. 
Caries 8S. Butter, M.D., 
March 26, 1937. Treasurer. 


OMISSION FROM DIRECTORY 
Through an error the name of A. G. Lavoie was 
omitted from the list of Springfield physicians in 
the local list of the Directory. 


MISCELLANY 


DEVICE TO ELIMINATE DANGER 
FROM EXHAUST GASES 
A device to eliminate the danger from the ex- 
haust gases of automobile or other internal combus- 
tion engines has been invented recently, and is at 
present being tested by the chemical laboratories of 


the State Department of Labor and Industries. The 
device, which is the invention of two Holyoke 
brothers, is a small, motor-like apparatus that is 
attached to the carburetor and exhaust pipe of an 
internal combustion engine. As the raw gasoline 
from the carburetor passes into the combustion 
chamber, it is broken up to such an extent that the 
lighter gases in the gasoline are burned by the ex- 
plosion, leaving no smoke to pass out of the ex- 
haust pipe. It is claimed that by the burning of 
such gases, the greater part of the danger from 
gasoline exhaust is eliminated. In an experimen- 
tal test the inventors remained one hour in a sealed 
garage with the engine of an automobile going con- 
tinuously, and at the end of that period, an exam- 
ination of their blood was negative for carbon 
monoxide. 


UNITED STATES DEPARTMENT 
OF AGRICULTURE 


TRICHINOSIS LEAFLET 


To supplement its recent poster advising the 
thorough cooking of pork, the Bureau of Animal 
Industry has prepared a handy 4 by 8 inch 4-page 
leaflet, convenient for enclosure in letters and pack- 
ages. It supplies additional information regarding 
trichinosis. 

The leaflet may be obtained on application to the 
Bureau at Washington, D. C. It is entitled “Cook 
Pork and Its Products Thoroughly” and is num- 
bered A.I. 39. 


CONNECTICUT NEWS 
PREPAYMENT HOSPITAL SERVICE 


A plan for prepayment hospital service to be ren- 
dered by the Hospital Service Fund of New Haven 
was presented before a special meeting of the 
House of Delegates of the Connecticut Staite Medi- 
cal Society which was held in New Haven, Febru- 
ary 10, 1937. Because of a technicality in terminol- 
ogy, this plan is not called “insurance,” although it 
corresponds in its essentials with many of the so- 
called hospital insurance plans now in operation in 
this country. It was learned at this meeting of the 
House of Delegates that Norwalk has had such a 
plan in operation for over 1 year without the offi- 
cial recognition of the state medical society, and 
that the Norwalk plan now carries 4,000 subscribers, 
has a sizable bank balance and is said to be satis- 
factory. The provisions of the Norwalk Fund include 
certain professional services of physicians, such as 
x-ray diagnosis, laboratory diagnosis, and so forth. 

Such plans as those of the Norwalk Fund or those 
which are proposed by the New Haven Fund are 
maintained by nonprofit corporations. Many of the 
delegates felt that there were distinct advantages 
in having a statewide plan, as opposed to a num- 
ber of local plans. There was a diversity of opinion 
as to whether the services of physicians, including 
a pathologist, anesthetist, roentgenologist, physio- 
therapist, cardiologist, and so forth, should be re- 
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tained on a fee basis or whether such services 
should be included with the services of the interns 
or surgeons. The New Haven Fund plan provides 
that “no medical services are included as benefits 
hereunder; x-ray, anesthesia, physiotherapy and 
electrocardiography are medical services which are, 
therefore, not included. Special arrangements must 
be made with the physician and special private 
nurses for the payment of their fees.” Nothing is 
mentioned concerning the laboratory services of 
physicians. 

Believing that the physicians throughout the 
State were not prepared, because of an insufficient 
understanding, to accept or reject any definite pre- 
payment hospital plan, the House of Delegates 
tabled the approval of this particular contract, but 
did vote approval of the general idea of prepayment 
hospital service. The members of the state society 
are being circularized through the central office and 
the various county secretaries, with the view of 
furthering a more intelligent understanding of the 
details of the problem before it is again presented 
to the House of Delegates. 


Deatu RATE AND INFANT Mortatity REepUCED 


The State Department of Health has announced 
that four all-time records pertaining to health of 
the citizens of Connecticut were established last 
year. The death rate was cut to 10 per 1,000 of pop- 
ulation, the lowest rate ever achieved in the state. 
At the end of 1936, it was computed that another 
record was established in that the average death 
rate for the past § years was 10.1 per 1,000. In 1936 
the lowest infant mortality rate of 42.3 deaths in 
children under 1 year of age out of each 1,000 living 
births was achieved. A death rate of 38.8 per 100,- 
000 of population for all forms of tuberculosis was 
likewise a previously unequaled achievement. The 
cepartment states, “This remarkable mortality ex- 
perience indicates the general health condition in 
Connecticut.” 

Two years ago there was a slight increase in the 
death rate for typhoid fever and diphtheria, but in 
1936 the rate dropped again, and only 8 persons 
died of typhoid fever and only 7 of diphtheria. Can- 
cer continues to hold its unenviable reputation as 
the leading cause of mortality, there being 2,206 
deaths from this disease last year. 


HEALTH Fakir CONVICTED 


In December, 1936, “Dr. Howard VY. H. Inches, 
Dynamic and Brilliant Health Leader of America 
and England”, visited Hartford and exploited the 
public with his course on nutrition. This course, 
which was preceded by three free lectures, carried 
an entrance fee of $10 for each individual. Forty- 
eight persons joined the class and each member 
received a seventy-eight page booklet expounding 
the subject of nutrition. The claims made by “Dr.” 
Inches as to his professional background were 
proved to be false. The organization said to be 
sponsoring him was found to be elusive and un- 


known, with no discoverable official authorization. 
From Columbia University, it was learned that the 
man in question had listened to a few lectures dur- 
ing one term, and that he did not matriculate for 
credit, had passed no examination and was not 
qualified as an authority on nutrition. He offered 
for sale Orzone Powder, which was apparently noth- 
ing but malted milk, and Orzoil, which is more com- 
monly known as olive oil. The price of each was 
one dollar, and one was indispensable to the other. 
Another bottle of Oral-Wash was recommended, 
both as a mouthwash and for athletes’ foot, at the 
price of one dollar per bottle. Among the goods 
which were seized at the times of Inches’s arrest 
were a number of imposing diplomas ready to be 
presented to the class upon the completion of the 
course. The diploma was issued in the name of the 
American Dietetic Research Foundation and was 
adorned with an imposing gold seal in one corner. 

In court, Inches and two companions were 
charged with violation of the itinerant vendor law. 
Inches pleaded guilty and was fined $25 and costs, 
and one of his companions was charged $10 and 
costs. The State Department of Health has re- 
quested that it be notified of all persons with a 
doubtful scientific background who lecture on 
health, so that it may the better protect society 
against such self-alleged experts. 


COMMUNICABLE DISEASES IN HARTFORD 


Owing largely to a decline in measles and whoop- 
ing cough in Hartford, the total number of com- 
municable diseases decreased in this city during 
1936. The number of'deaths from this group of dis- 
eases increased, however, from 249 to 255. Syphilis 
led in the number of reported cases, with mumps 
second and gonorrhea third. One case of typhoid 
fever was reported; it was discovered in an in- 
dividual who had returned from a visit to the 
tropics. 


ILLEGAL MEDICAL PRACTICE 


According to Health Commissioner Osborn, Con- 
necticut has no such problem of illegal medical 
practice as that which is reported in Massachusetts. 
Dr. Stephen Rushmore, secretary of the Massachu- 
setts Board of Registration in Medicine, is quoted 
as having told a legislative committee that as many 
as 1,000 people were practicing illegally in Mass- 
achusetts. Dr. Osborn expressed a belief that the 
annual registration of physicians as required in Con- 
necticut would prevent illegal practice. Authorities 
of the other four New England states denied that 
this problem existed in their states. 


Dr. HoRNING ADDRESSES THE HAntrorD MEDICAL 
Society 


On the evening of February 15, Dr. Benjamin G. 
Horning, city health commissioner, outlined the 
functions of the health department before the mem- 
bers of the Hartford Medical Society. A few of the 
highlights of his address are as follows: 
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The Hartford Board of Health during this fiscal 
year is spending between $8,000 and $9,000 of Fed- 
eral funds. 

There were 22 positive blood Wassermann tests 
returned from among the individuals who applied 
for a marriage license in Hartford during 1936. 

The Board of Health has been able to investigate 
only 5 per cent of the reported cases of gonorrhea 
during the past 8 months, because of lack of per- 
sonnel. 

A health record should be kept of every child in 
the city, thus enabling the Board of Health to take 
stock of itself. 

During the past 36 years, heart disease has 
climbed from third to first place, tuberculosis has 
dropped from second to seventh place and pneu- 
monia has dropped from first to third place in the 
annual mortality statistics. 

Since 1880, the city birth rate has dropped from 
23.46 to 13.39, and the death rate from 22.72 to 10.67. 
The average age at death has been raised from 30 
to 55.5, the white female showing the highest aver- 
age age at death, 58.5, and the colored male the 
lowest, 35.8. 


A PLAN TO LoWER THE INFANT AND MATERNAL 
Deatu RATES 


Dr. George E. Cogan, president of the Hartford 
Board of Health, was authorized by this board, 
February 17, to appoint a committee to study a plan 
whereby all infant and maternal deaths in the city 
would be reviewed at regular meetings of all hospi- 
tal obstetric and pediatric services. Such a plan 
was proposed by Dr. James R. Miller before the 
Hartford Medical Society on February 15. The pur- 
pose of Dr. Miller’s plan is to establish quarterly 
meetings of the obstetric and pediatric services of 
the four hospitals in the city, at which time infant 
and maternal deaths, as reported by the Board of 
Health, would be reviewed. It is felt that only by 
such a review can the death rate in these two groups 
be lowered through a standardization of the method 
of supervising courtesy staff privileges in hospi- 
tals and by supervision over the spread of contagious 
puerperal infection. A large hospital in New Jersey, 
with an exceptionally low maternal death rate, ef- 
fects standardization of courtesy staff practice by 
having one of its own staff members take immedi- 
ate charge of a case if complications develop. Hos- 
pitals in Ohio have followed a similar plan for the 
past 4 years. 


THE INHERENT DANGER OF THE X-RAY 


According to the New York Times, Wesley M. 


Coates was killed by an electric shock on March 27, 
when he came in contact with a high tension con- 
ductor while adjusting an x-ray machine at the 
Crocker Research Laboratory of the Columbia Pres- 
byterian Medical Center in New York City. Accord- 
ing to Dr. Frank Esner, who was in the laboratory 
at the time of the accident, he brushed the conduc- 


tor with his shoulder and face and immediately 
slumped to the floor. All attempts to revive him 
were unsuccessful. 

Mr. Coates, a brilliant physicist, particularly inter- 
ested in electrical engineering, and a graduate of 
the University of California, had been engaged in 
research work in New York for about a year. He 
had been credited with several useful and valuable 
contributions concerning x-ray tubes. 


CORRESPONDENCE 


ANTITYPHOID VACCINATION 
Peter Bent Brigham Hospital 
February 20, 1937. 
Editor, New England Journal of Medicine, 


Readers of the Journal are asked to glance at the 
parallel columns below: 


“The preventive reputation 


“It was found that among 
of typhoid vaccine comes large- 


210 ex-service men (ages 20” 


ly from its position on the 
band wagon, for there is little 
or no direct evidence of its 
value, and is well known 
that vaccinated individuals are 
promptly infected, if they in- 


west a sufficiently large or 
potent dose of bacilli.”’ 
(Hara, New Ene. J. Med, 


2162237 (Feb. 11) 1937. 


to 30)" there were only three 
cases (of typhoid)* or an inci- 
dence of one in seventy; while 
among the entire female popu- 
lation between the ages of 26 
and 30 the incidence was one 
in eight. ecords as to the 
time sinee vaccination . . . 
show that all the ex-service 
men had been vaccinated for 
more than two years and some 
of them as long three 
years.” 

Bunn, J. A. M. A. 761162 
(Apr. 23) 1921. 


1Words in italics added by H. A. C. to clarify sentence. 


Bunn’s report is of a typhoid epidemic in Salem, 
Ohio, in which 882 in a population of 10,305 de- 
veloped typhoid as a result of drinking from a con- 
taminated water supply, at which time the writer of 
this served as visiting consultant. 

O’Hara’s vigorous statement makes the writer 
wonder about the wisdom of this teacher of preven- 
tive medicine. 

Henry A. CHRISTIAN. 

721 Huntington Avenue, 

Boston, Mass. 


- 


Dr. Christian's letter was submitted to Dr. O'Hara, 
who replies: 
Tufts College Medical School 
March 20, 1937. 
Editor, New England Journal of Medicine, 

The underlying purpose of my paper was to at- 
tach relative values to some of the preventive pro- 
cedures that have been increasingly urged upon us. 
It seemed to me worth while to attempt to indicate 
the most effective of these procedures, and to sug- 
gest that concentration upon them would make for 
a more effective practice of preventive medicine. 
The context of the paper contained chapter and 
verse for what I consider the best evidence that 
typhoid vaccine confers an increased resistance to 
infection. Christian has ignored all this. 

Although the second parallel column is presum- 
ably intended to discredit the first, the most direct 
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evidence that it contains indicates that three inocu- 
lated men were infected with typhoid fever. This 
is precisely what the first column states. Had the 
supply of drinking water in Salem, Ohio, been prop- 
erly protected, not only would these three cases 
have been unequivocally prevented but there would 
not have been any typhoid consultant. 

Modesty precludes my reply to this consultant’s 
last sentence. 

Very truly yours, 
Dwient O'Hara. 
416 Huntington Avenue, 
Boston, Mass. 


RECENT DEATHS 


KELLEY—Micnart Josern M.D., of 116 
Main Street, Watertown, died March 21 at Palm 
Beach, Florida, while on a vacation. He was in his 
eighty-fifth year. 

A native of Clare Castle, Ireland, Dr. Kelley came 
to this country as a child and spent his early life 
in Lowell. He attended New York University and 
was graduated from the New York University Medi- 
cal College in 1882. After his graduation, Dr. Kelley 
practiced for a while in Connecticut and later came 
to Watertown where he spent over fifty years in 
practice. He served at various times as a member 
of the Board of Health and school committee, as 
town physician and as selectman. 

He was a Fellow of the Massachusetts Medical 
Society and the American Medical Association. 

His widow, Mrs. Sarah F. Kelley, and several chil- 
dren by a former marriage survive him. 


MACKEY—Cuartes Epwarp Mackey, M.D., of 520 
Broadway, South Boston, died suddenly on March 25. 
He was in his forty-fourth year. 

A native of South Boston, Dr. Mackey attended 
the Boston English High School, and received his 
degree from Tufts College Medical School in 1919. 
He served internships at the Boston City Hospital 
and at Bellevue Hospital in New York and took 
postgraduate courses at Berlin and Vienna. In 
1920 he was appointed as director of the health 
educational service of the City of Boston. He was 
a member of the Boston School Committee and 
served for one year as its chairman. He was also 
an instructor in bacteriology and pathology at Tufts 
College Medical School. 


BURKE—Mary Atice Burke, M.D., of 96 Maple 
Street, Springfield, died at her home, March 25. 
She was in her fifty-fifth year. 

A native of Holyoke, Dr. Burke attended the 
Holyoke High School and later studied nursing at 
St. Mary’s Hospital, Brooklyn, New York. After 
her graduation from the latter institution, she at- 
tended the Woman’s Medical College in Philadel- 
phia, where she received her doctor’s degree in 1917. 
She served her internship at St. Mary’s Hospital and 
began to practice medicine in Springfield in 1918. 

She was a member of the Massachusetts Medical 


Society, the American Medical Association, the 
Woman's Medical Club of Springfield, the Spring- 
field Academy of Medicine, and the staff of the 
Mercy Hospital. 

Three brothers, James A. Burke, of Holyoke, Leo 
D. Burke, of New Haven, Connecticut, and Frank J. 
Burke, of Charlotte, North Carolina, and tour sis- 
ters, Mrs. Frank O’Loughlin, of Holyoke, Mrs. 
James Q. Doyle, of Springfield, Mrs. L. M. Yoerg, 
of Holyoke, and Miss Elizabeth C. Burke, of Holyoke, 
survive her. 


HOLMBERG—Car_ Lester MaGnus Ho_mpene, M.D., 
of 1111 Warren Avenue, Brockton, died at his home, 
December 29, 1936. He was in his sixty-fourth year. 

A native of Campello, Dr. Holmberg was educated 
at Brockton High School and at Brown University. 
He received his degree from the Harvard Medical 
School in 1900. Following his graduation, he spent 
three years specializing in the study of surgery, ob- 
stetrics and medicine and, in 1903, returned to 
Brockton to practice. He served as chairman of the 
Board of Health in 1917. His work during the in- 
fluenza epidemic of that year was outstanding. 

He was a member of the Massachusetts Medical 
Society, the American Medical Association and the 
Brockton Medical Society. 

His widow, Mrs. Greta L. Holmberg, and two chil- 
dren survive him. 


MARSH—ALBERT Marsu, M.D., of 32 Hollis Street, 
Newton, died at his home, March 17. He was in his 
seventy-ninth year. 

A native of Albany, New York, Dr. Marsh was 
graduated from Albany Medical College in 1885. He 
remained for a while at that institution as a mem- 
ber of its faculty and, later, was associated with 
the New York Polyclinic Hospital. In 1918 he be- 
came a staff member of the Channing Sanitarium 
at Wellesley. He left the sanitarium in 1923 and 
thereafter practiced medicine in Newton until his 
retirement several years ago. 

He was a retired member of the Massachusetts 
Medical Society and the American Medical Asso- 
ciation. 


GORDON—SrTEPHEN MAsury Gorpon, M.D., of 229 
Belmont Street, Fall River, died at his home, 
March 21. He was in his seventy-ninth year. 

A native of Fall Rivet, Dr. Gordon spent the 
greater part of his life in that city. He attended 
Andover Academy and Harvard College and was 
graduated from the Harvard Medical School in 1885. 
For many years he had been chief surgeon of the 
orthopedic staff of the Fall River Union Hospital. 

He was a retired Fellow of the Massachusetts 
Medical Society and a member of the American 
Medical Association, the Fall River Medical Society 
and the Harvard Club of Fall River. 

His widow, Mrs. Susan Gordon, and three daugh- 
ters, Mrs. Francis O. Lathrop, of Fall River; Mrs. 
Richard K. Townsend, of Boston, and Mrs. Norman 


O. Aldrich, of Providence, survive him. 
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BOSTON SOCIETY OF PSYCHIATRY 
AND NEUROLOGY 


The Boston Society of Psychiatry and Neurology 
met in the Boston Medical Library, December 17, 
1936. to hear a program dealing with “Contributions 
to the Mind-Body Problem.” Dr. Stanley Cobb 
presided. 

Dr. Frank Fremont-Smith, of New York City, in- 
troduced the subject and pointed out that emotional 
factors are very important in influencing the state 
of the organism with respect to its function. He 
cited the familiar example of the greater ease with 
which rapport with the patient is gained and knowl- 
edge of emotional factors previously concealed 
brought forth, after he has had the experience of a 
lumbar puncture done by the physician. Interest in 
the mind-body problem has been renewed lately for 
several reasons: (1) a great variety of people are now 
dealing with the problems of human relations, (2) 
new knowledge, new tools and new insight facili- 
tate the study of these problems and (3) the impor- 
tance of the activity of the residue of past experi- 
ences working beneath the surface is better rec- 
ognized. 

Dr. Stanley Cobb talked on “Environmental Stress 
as a Precipitating Factor in Rheumatoid Arthritis”, 
and presented a series of 50 cases of the disease, 
which were picked at random from the outpatient 
and hospital services of the Massachusetts General 
Hospital and which were studied by Dr. Walter 
Bauer, Dr. Cobb and Dr. Isabel Whiting. Each case 
was presented individually in the form of a “life- 
chart” where medical (arthritic) and social histories 
were abstracted in parallel columns and arranged 
chronologically by years. The medical data were 
secured from the long hospital records of the pa- 
tients, while the social information was obtained in 
a single interview, with a social worker or psychi- 
atrist, which lasted 60 to 90 minutes. No attempt 
was made to correlate emotional factors with the 
course of the physical illness during this interview. 
This method of tabulating significant facts in chrono- 
logic order from a long history was found to be 
very helpful in giving an accurate idea of what was 
happening in the various spheres of the patient’s 
existence. Of the 50 cases surveyed, 33 patients 
showed an obvious coincidence between the time 
of social difficulties and the attacks of arthritis, 7 
showed a possible coincidence, and 10 suggested no 
relation. A considerable number of the patients de- 
veloped initial symptoms or serious exacerbations in 
1929, at a time when economic stress and anxiety 
over finances were much more intense than usual, 
although the actual physical work demanded of the 
patient, particularly in the case of a woman in the 
home, was not increased. In the management of 
arthritics of this type, protection from worry be- 
comes a most desirable measure, and a careful 
psychobiologic evaluation of each patient stands as 


a prerequisite to the intelligent planning of an effec. 
tive program for that individual. 

Dr. Walter Bauer said that all of the patients for 
this study had been followed for a long time in 
a special clinic, and no doubtful and questionabie 
cases were included. Rheumatoid arthritis, which 
runs a chronic course of remissions and relapses, is 
believed to represent a definite disease entity of 
unknown cause. Typically insidious in onset, it in- 
volves the small joints symmetrically and produces 
constitutional symptoms of weakness, easy fatigue, 
anorexia, weight loss, vasomotor disturbances and 
neurologic complaints of paresthesia and localized 
weakness. Although at the onset of the disease 
and in relapses no precipitating cause other than 
physical or psychic stress may be evident, it is doubt- 
ful whether emotional factors alone can cause ar- 
thritis, yet quite likely they can activate the true 
causative factors already existing in the body. 

Dr. Frank Ober remarked that the orthopedic sur- 
geons, also, have recognized for a long time the im- 
portance of emotional states with regard to the be- 
havior of arthritis and have found that they must 
approach the chronic patient with a view to adjust- 
ing the difficulties of his life as well as to correct- 
ing the disordered mechanics of his joints. The emo- 
tional instability which is associated with the meno- 
pause may help to account for the tendency to 
exacerbations of the disease at that period of life. 
Chronic fatigue and worry, which have been seen 
in men especially since 1929, often seem to aggra- 
vate the symptoms of arthritis. 

Dr. Mandel E. Cohen presented a “Report of a Case 
of Hysterical Hyperventilation”: A 21 year old, 
single, white girl was referred to the Massachu- 
setts General Hospital for study and treatment of 
hyperventilation and tetany. The patient’s mother 
was overaffectionate and demanding; her father. who 
died when she was 17, was kindly when not intoxi- 
cated; her stepfather tended to be severe. A pater- 
nal aunt and a paternal uncle were both in state 
hospitals with general paresis. Her first illness was 
whooping cough at the age of 2 months. When she 
was a year and a half old, she fell into a cesspool, 
contracted pneumonia and had periods of convul- 
sions for 6 weeks, during which attacks she became 
blue and stiff and was relieved by being put into 
hot water. At the age of 9, while in the third 
grade, she was found to walk and talk in her sleep 
and to bite her nails. Menarche at 11 was accom- 
panied by feelings of strangulation. A year later, 
the patient told a story of being raped by a middle- 
aged man. She reached the tenth grade in school 
with fair success in her studies, although she was 
slow in her work. She had many illnesses during 
her school career, which were often highly symp- 
tomatic and usually followed a trivial injury. Short- 
ly after the death of her father when she was 17, 
she became attached to a friend, Mrs. R., and went 
to live with her. On one occasion she awoke in the 
night with “St. Vitus dance”, which was cured by a 
faith healer after a physician had had no success, 
and an osteopath only slight success in treating her. 
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After leaving school she worked as a housemaid. 
One of her employers suffered from asthma, and at 
the onset of the asthmatic’s second attack while the 
patient was in her service, the girl began to breathe 
very rapidly and afterward developed stiffness of 
her hands and feet so that she could not move 
them. On admission to the hospital, she was breath- 
ing at the rate of 140 times a miuute. Her hands 
were clenched, and her feet inverted and held stiffly. 
The basal metabolic rate determined in the attack 
was plus 53; later, with respirations 16 a minute, it 
was minus 11. While on the ward she developed se- 
vere right-sided twitchings—p y the “St. Vitus 
dance” which she previously mentioned and which 
persisted for 3 months in spite of all attempts at 
treatment and finally ceased dramatically in one 
afternoon after a faith healer had visited her. 

Dr. John H. Talbott discussed “The Acid-Base 
Equilibrium of the Blood in Hysterical Hyperventi- 
lation” and presented the findings in the case just 
described. The significant changes had occurred 
probably 5 weeks before entry and continued for 2 
weeks afterward, during which time the patient 
breathed at a rate usually greater than 100 times 
per minute. Arterial blood studies on admission 
showed a CO, tension of 16 mm. of Hg instead of 
the normal 40 mm., a CO, content of 30 volumes 
per cent compared with the normal of 50 to 60, and 
a serum pH of 7.60 compared with the normal of 
7.40. These changes were compatible with a CO, 
deficit producing an acute respiratory alkalosis from 
hyperventilation in a normal individual, except 
that the studies revealed an excess of metabolic 
acids over the normal. When she was given ammo- 
nium chloride by mouth, the serum pH dropped to 
7.47 and the CO, content decreased further, but the 
CO, tension remained unchanged. Several days 
later, with no further treatment, findings were simi- 
lar to those which were present on admission. The 
patient was then hypnotized, and the respiratory 
rate fell to 16 per minute; the arterial blood values 
very quickly became normal, with a serum pH of 
7.41, a CO, tension of 36.5 mm. of Hg, and a CO, 
content of 45 volumes per cent. Studies that were 
made of fixed acid and fixed base showed that, in 
spite of the severe respiratory alkalosis, there was 
a superimposed metabolic acidosis; the movement of 
fixed base was small, while the fixed acid (CJ~—) in- 
creased more than 5 milliequivaients per liter. 


HARVARD MEDICAL SOCIETY 

The Harvard Medical Society met at the Peter 
Bent Brigham Hospital, January 26, 1937, Dr. C. Sid- 
ney Burwell presiding. 

The medical case was presented by Dr. Charles 
Brenner. A 68 year old, white male was admitted 
to the hospital complaining of weakness, cough and 
fever of 1 week’s duration. He had suffered from 
a chronic cough for 20 years and from frequent 
attacks of “difficult breathing’ for 5 years. His 
local physician had told him that he had asthma 
and had given him injections of “serum” with- 
out relieving his symptoms. He had consumed 


large amounts of alcoholic beverages for many years. 
Several days before his admission, he had become 
mentally confused. On entry physical examination 
revealed diminished resonance in the right axillary 
region, numerous rales threughout both lungs and 
an enlarged heart with an apical systolic murmur. 
The blood pressure was 135 systolic, 80 diastolic, and 
there was generalized arteriosclerosis. There was 
no peripheral edema or enlargement of the liver. 
Laboratory studies showed a moderate degree of 
anemia, the hemoglobin being 85 per cent, and the 
red cell count 4,000,000, while the white cell count 
ranged between 11,000 and 13,000. There was a very 
slight trace of albumin in the urine, which was 
otherwise normal. There were many gram-positive 
diplococci in the sputum. X-ray studies showed an 
area of consolidation in the right lung and a normal- 
sized heart. Dr. Henry A. Christian remarked that 
this patient exemplified the diseases of old age and 
was interesting from that standpoint. Dr. George 
R. Minot stated that long-standing emphysema, such 
as this patient had, was often accompanied by a low- 
grade anemia. 

Dr. Archibald W. Diack presented the surgical 
case. A 15 year old, white male entered the medi- 
cal department of the hospital with a history of 
cough and sore throat for 1 week, and fever and 
chest pain for 3 days. The physical examination 
on entry showed consolidation of the lower lobe of 
the right lung. The white count was 17,000. A 
paracentesis was performed on the first day of his 
hospital stay, and 100 cc. of purulent fluid were re- 
moved from the right pleural cavity. Type IV pneu- 
mococcus was recovered from the sputum and the 
chest fluid. His temperature returned to normal for 
several days, but then became elevated. Repeated 
attempts to remove more fluid from the right chest 
were unsuccessful, until, finally, 10 cc. of purulent 
fluid were aspirated. He was transferred to the sur- 
gical service, where the right sixth rib was resected, 
and a large quantity of pus was drained. The tem- 
perature returned to normal after this procedure, 
but again became elevated, in spite of the fact that 
repeated explorations with the needle were unsuc- 
cessful in locating any pus. Dr. Elliott C. Cutler 
stated that this patient had sufficient resistance to 
cause a walling-off of the infection in two or three 
separate pockets. Dr. Merrill C* Sosman interpreted 
the last x-ray plates as showing a reaccumulation 
of fluid. Dr. Christian raised the question whether 
the patient would have been better off if operative 
drainage had been instituted much sooner. In 
former times, when drainage was delayed much long- 
er than it is at present, vronchopleural fistulas very 
commonly developed. He believed that surgeons 
are still too conservative in their treatment of 
empyema. 

Dr. Louis Hamman, associate professor of medi- 
cine at the Johns Hopkins University School of 
Medicine, spoke on the subject, “Spontaneous Inter- 
stitial Emphysema of the Lungs.” Several years 
ago Dr. Hamman was called in consultation to see 
a patient who had experienced the abrupt onset of 
severe substernal pain, which had subsided after 3 
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hours. Electrocardiographic studies showed low/| of the left lung, which confirmed Dr. Hamman’s diag- 


voltage curves and slight abnormalities, which had 
led to the inference of recent coronary occlusion. On 
the day after the initial episode, the patient was 
startled by the appearance of a loud “sound” in his 
chest, which was apparently synchronous with the 
beat of the heart, but which was not accompanied 
by pain. This sound was interpreted as a pericar- 
dial friction rub by the physician in charge of the 
case. When Dr. Hamman saw the patient on the 
next day, he was unable to find any abnormality 
in his physical condition, although the queer sound 
previously noted could be elicited by causing him 
to assume a particular position. This sound was 
different in nature from anything Dr. Hamman had 
previously heard, and he was certain that it was not 
a pericardial friction rub. He was also certain that 
the patient had not experienced a coronary occlu- 
sion. X-ray studies were negative, and after several 
more days the sound could no longer be heard. The 
patient was out of bed in 10 days and has been per- 
fectly well for the past 4 years, without symptoms 
of heart disease of any kind and without recurrence 
of the above-described symptoms. 

A second case, which presented much the same 
picture, was seen 4 months after the one previously 
described. The patient was a 17 year old male 
who was well until the abrupt onset of severe pain 
in his left chest and a sensation of substernal 
pressure and choking. Physical examination shortly 
after the onset of these symptoms was negative. 
He sat up all night because of his discomfort, 
which he described as “a mass under the sternum 
which gradually rose up into the neck”. When he 
was seen the next morning there was subcutaneous 
crepitation above the clavicles. At that time, the 
same strange sounds were heard over the heart as 
had been noted in the first patient. Dr. Hamman 
then realized that the symptoms in both cases must 
have been due to interstitial emphysema. The sec- 
ond patient had a temperature of 100° F. and a 
white blood count of 10,000, which findings might 
suggest coronary occlusion. Both of these patients 
suffered the onset of pain while at rest, without 
coughing or straining of any sort. 


A third patient, who also experienced the sudden 
onset of pain in the left lower chest, was seen at 
a later date. In this patient also a moist, crepitant, 
crackling noise was heard over the heart when he 
lay on his left side, and it disappeared when any 
other position was assumed. 

Another similar case was described in which the 
pain radiated to the left shoulder and down the 
left arm, and was so severe as to require morphine 
for relief. It was aggravated by motion. Examina- 
tion of the heart and chest was negative, and the 
blood pressure and temperature were within normal 
limits, although the electr diographic curves 
were of low voltage, and T, was inverted. Sounds 
of a popping, crackling nature were heard over the 
heart when the patient lay on the left side. X-rays 
showed a small area of pneumothorax over the apex 


nosis of interstitial emphysema and pneumothorax. 

Another patient with similar findings of strange 
noises synchronous with the heart beat and of sub- 
sternal pain was shown by x-ray to have localized 
pneumothorax in the left chest. Recovery was 
rapid and uneventful. 

Dr. Hamman believes that these cases are the 
result of the rupture of a pulmonary alveolus into 
the interstitial tissues. The air subsequently travels 
to the mediastinum or ruptures through the pleura, 
with the production of a partial pneumothorax. 
Such rupture may occur without chest injury or ex- 
cessive strain, and results in severe pain, which is 
caused, perhaps, by the separation of the tissues by 
the small bubbles of air. Experimentally induced 
mediastinal emphysema in animals causes severe 
dyspnea, and if the pressure rises high enough, 
intense chronic passive congestion and symptoms 
similar to those observed in cardiac tamponade 
occur. 

Dr. Hamman emphasized the importance of recog- 
nizing the condition, which in itself is harmless, be- 
cause if it is wrongly diagnosed as coronary throm- 
bosis, it will result in rendering the unfortunate pa- 
tient a cardiac invalid for the remainder of his life. 
He believes that this condition is not uncommon, 
and may be the cause of many vague and unex- 
plained chest pains. 

The diagnosis of the condition may be extremely 
difficult. X-ray examination may be of aid, and in 
some instances a narrow black band of air can be 
demonstrated along the margin of the mediastinal 
pleura, or a localized pneumothorax may be found. 
Subcutaneous emphysema may appear above the 
clavicles in some cases, and in others the strange 
heart sounds which have been described above may 
be heard. 

Both Dr. Christian and Dr. Minot recalled having 
seen cases similar to those described by Dr. Ham- 
man, although they did not at the time recognize 
the true nature of the condition. They both em- 
phasized the importance of differentiating this con- 
dition and coronary occlusion. 


NEW ENGLAND ROENTGEN RAY SOCIETY 


The New England Roentgen Ray Society met in 
the Thorndike Amphitheater of the Boston City Hos- 
pital, December 18, 1936, with Dr. Andrew E. O’Con- 
nell, of Worcester, presiding. The first paper was 
given by Dr. Max Ritvo, of Boston, on the subject 
“Gallbladder Studies” and dealt with the changes 
produced in that organ by the action of various 
drugs on the autonomic nervous system. Of the 
substances that influence the parasympathetic divi- 
sion, mecholyl (methyl choline) can be administered 
orally and produces the same effect as acetyl chol- 
ine, but with a slower and more prolonged action. 
Physostigmine acts similarly, but since it destroys 
the esterase that inhibits the action of methyl and 
acetyl choline, it cannot be given along with choline 
derivatives. Atropine checks the activity of acetyl 
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choline on the cell by rendering the latter imperme- 
able to the parasympathetic acting drug. For the 
sympathetic division, adrenalin and benzedrine act 
as stimulators. Patients who were in a depressed 
state and who suffered from abdominal pain and 
marked constipation, which resulted from atony and 
dilatation of the colon and which was related to the 
depression, were treated with mecholyl in 30 mg. 
doses. Increased bowel tone became evident within 
a few minutes and proceeded to spasticity and 
eventually to evacuation, which was often involun- 
tary in character, in the course of 24 hours. A 
spastic hypertonic colon, which is treated with simi- 
lar doses of benzedrine, immediately relaxes and 
shows a decrease in tone. In patients with a hyper- 
tonic pyloric sphincter and a full stomach as a re- 
sult of the obstruction, benzedrine relaxes the 
sphincter and enables one to tell whether carcinoma, 
ulcer or some other process is causing the spasm. 
In general, the gallbladder is difficult to influ- 
ence with drugs. With a normal galibladder, tested 
by oral dye, pictures taken 2 hours after a 30 mg. 
dose of mecholyl and again after a fatty meal, 
showed only a slight inconstant variation from what 
is usually found, although there was not a constant 
emptying after the meal. Benzedrine in 30 mg. 
doses did not affect the normal filling of the gall- 
bladder, but when the drug was given 2 hours 
before the fatty meal, it abolished the normal 
contraction as a definitely predictable effect. If 
it was given less than 2 hours in advance of 
the fatty meal, the normal contractility was not 
disturbed. Atropine, without other drugs, inhibited 
the emptying effect and, in some instances, actu- 
ally dilated the gallbladder. This drug worked alone 
better than it did in combination with benzedrine. 
Dr. Frederick W. O’Brien, of Boston, reported on 
the “X-ray Treatment of Catarrhal Deafness”. In 
140 cases that were diagnosed by one otologist as 
chronic catarrhal deafness, x-ray therapy was em- 
ployed only after the usual otologic measures had 
proved unsuccessful. No known cases of chronic 
suppurative otitis media or of otosclerosis were in- 
cluded in this series. Seventy-three patients were 
described as improved, 65 as unchanged, and 2 as 
worse after treatment. The cases were divided 
nearly equally between the two sexes; the common- 
est age group was that between 20 and 30 years, the 
youngest patient being 2% years, and the oldest 60. 
The audiometer was not used in testing the hear- 
ing, as one was not available, consequently the 
psychic element enters largely into an evaluation of 
the results. All cases were followed for 1 year, 
and most of them for 3. The optimum procedure 
seems to be 90 r units in air in each ear field at one 
time for nine treatments, as 78 per cent of the pa- 
tients on this regime were benefited. A large field 
15 by 15 cm. is irradiated in order to cover all the 
air passages of the ear and all its nerve connections. 
The mechanism of the action of x-rays in this con- 
dition is still in doubt, and a number of theories to 
explain it were reviewed: (1) alteration in elec- 


tronic equilibrium and metabolism, (2) alteration in 
blood pressure, (3) effect on lymphoid tissue, (4) 
change in bacterial content, (5) effect on fibrous 
tissue, scars and keloid, and (6) change in nerve 
tissue, which is usually resistant to the action of 
radiation. 


° 

Dr. Alexander P. Aitken, of Boston, spoke on the 
“Significance of Epiphyseal Injuries” and analyzed 
the results in 140 cases that were followed from 2 
to 11 years after the injury. The important 
epiphyses that were included in this study were 
those of the distal radial, distal tibial, distal femoral, 
and proximal humeral. Since each epiphysis varies 
in morphology, amount of weight-bearing, contribu- 
tion to the length of the bone, mechanics of the ad- 
jacent joint and similar factors, each must be con- 
sidered separately. Three types of fractures are 
possible with each epiphysis, according to the struc- 
tures involved, and the end-result of the injury de- 
pends on the type of fracture sustained. The 
epiphysis consists of three parts: the bony epiph- 
ysis, the actively growing cartilage plate, which is 
the most important structure, and the transitional 
cartilage zone. Type I fractures, which constitute 
95 per cent of epiphyseal injuries, run transversely 
through the transition zone and the preformed bone 
of the diaphysis, with no direct injury to the carti- 
laginous plate. Type II fractures, which are seen 
especially in the lower tibial epiphysis and are as- 
sociated with forced inversion and crushing, are per- 
pendicular to the transition zone and may or may 
not cross the cartilage plate. Type III fractures are 
like those of type II, but more severe, so that all 
three epiphyseal layers are involved and the carti- 
lage plate is crushed. Of 100 cases of fracture of 
the distal radial epiphysis, 99 were of type I and 1 
was of type III. Although the classical teaching has 
been that anatomic reduction is absolutely neces- 
sary, 63 patients in this series were discharged from 
the hospital after treatment with slight to marked 
displacement and 2 years later showed no evidence 
of deformity or displacement. The usual residual 
change, if there was any, was a loss of the volar 
curve of the radius and an increase in the dorsal 
curve, but this condition did not impair function. 
Osteotomy seemed unnecessary, as new callus 
formed, and the epiphysis came into alignment again 
by a change in the direction of the shaft; the 
epiphysis swung around to assume its normal posi- 
tion, and the volar curve might or might not be re- 
established. Normal growth in length of the bone 
appeared to be unimpaired after type I fractures. 
In the type III fractures, where the cartilage plate 
was smashed, the epiphysis ossified prematurely, 
with a resulting deformity of marked radial devia- 
tion and ulnar prominence. If an osteotomy were 
done routinely, damage to the cartilage plate might 
be produced, causing a deformity which would other- 
wise not be present. In 21 fractures of the distal 
tibial epiphysis, there were 16 of type I, 3 of type 
II and 2 of type III. Twelve of the type I cases 
were discharged with anatomic displacement and 
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after 2 years no evidence of either displacement or 
deformity could be found. Fractures of type II 


healed with difficulty, while those of type III ossi-} 


fied prematurely, with consequent shortening and 
deformity. Eleven fractures of the proximal hu- 
meral epiphysis were all of type I. Five of these 
patients were discharged with displacement and 
eventually showed that they were restored to nor- 
mal. Damage to the distal femoral epiphysis is a 
relatively rare injury, as this series contained only 
7 examples. In any location, a type III fracture 
with a crushed cartilage plate, means some degree 
of deformity in every case despite the best of treat- 
ment. The only hope for a really satisfactory re- 
sult is in the older age group, where natural ossifi- 
cation is due to occur within a short time. 

Dr. Patrick F. Butler, of Boston, presented the 
final paper, entitled “A Renal Tract Review.” In 
visualizing the renal structures, retrograde pyelog- 
raphy is used in about 90 per cent of the cases and 
intravenous pyelography in 10 per cent. Hydro- 
nephrosis is a common finding since it comprises 
nearly 30 per cent of the cases with demonstrable 
renal tract pathology and it is more common on the 
right side than on the left. In a series of over 400 
cases it was of slight degree in 342, of moderate 
degree in 34 and of marked extent in 55. Poly- 
cystic kidneys were found in 5 patients, 4 men and 
1 woman, whose ages at death ran from 40 to 59 
years. Renal ptosis, where there was more than 
5 cm. excursion of the kidney, was demonstrated 
in 3.3 per cent of the series, and was more 
frequent in women than in men. In this group, 
40 cases were graded as slight, 5 as moderate, 
and 3 as ectopic. Of the calculi that were found 
in 13 per cent of the cases, 7.6 per cent were located 
in the kidney, 5.2 per cent in the ureter, and 
09 per cent in the bladder. An aberrant ves- 
sel at the lower pole of the kidney produces a 
ureteral kink when there is ptosis. In ordinary 
ptosis, the ureter shows a smooth double curve, but 
if an aberrant vessel is present, the ureter has @ 
single, acute kink and appears to enter the lower 
pole of the kidney instead of the hilum. The true 
ectopic kidney has a short ureter, but a kidney with 
ptosis has a ureter of normal length. 
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NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart As- 
sociation will be held at the Boston Lying-in Hospi- 
tal, Monday, April 12, at 8:15 p. m. 

PROGRAM 
1. Observations on Toxemia. 

A. The Cold Test in Differentiating Essential 
Hypertension and Toxemia. 

B. The Heart in Hypertension and in Toxemia 
in Pregnant Women. 

C. Does Toxemia of Pregnancy Cause 
Cardiac or Cardiovascular Disease? 
Reid, M.D. 


Chronic 
Duncan 


2. Further Observations on the Physiology of the 
Circulation in Pregnant Women. K. Jefferson 
Thomson, M.D. 

3. Changes in the Electrocardiograms and in the 
Contour of the Heart in Normal Pregnant Wom- 
en. K. Jefferson Thomson, M.D.; Mandel E. 
Cohen, M.D. 

4. Malignant Endocarditis in Pregnancy. Case Re- 
port. Arthur T. Hertig, M.D. 

5. Causes of Maternal Mortality in Pregnant Wom- 
en with Heart Disease. Burton E. Hamilton, 
M.D. 


All members of the New England Heart Associa- 


tion and interested physicians are invited to at- 
tend. 


JAMES M. FAauLKNer, M.D., Secretary. 


WORCESTER NORTH DISTRICT 
MEDICAL SOCIETY 

The Worcester North District Medical Society will 
hold its annual meeting at the Burbank Hospital, 
Fitchburg, on Wednesday, April 28, at 1 p. m. 

Dr. Philip D. Woodbridge of Boston will be the 
speaker. 

Francis M. McMurray, M.D., Secretary. 


MASSACHUSETTS SOCIETY 
FOR SOCIAL HYGIENE 


The annual meeting of the Massachusetts Society 
for Social Hygiene will take place place on Monday. 
April 12, at 6:30 p. m., at a dinner at the Hote) 
Puritan, 390 Commonwealth Avenue, Boston. 

Following a report of the year’s work by Dr. E. 
Granville Crabtree, president of the society, there 
will be two addresses. Dr. Ray Lyman Wilbur will 
speak on “The Mobilization of Society Against 
Syphilis and Gonorrhea.” Dr. Wilbur is well known 
as president of Stanford University and president 
of the American Social Hygiene Association. He 
was formerly president of the American Medical Ar- 
sociation and also Secretary of the Interfor under 
President Hoover. 

Dr. Warren F. Draper, assistant surgeon general of 
the United States Public Health Service, will also 
speak; the title of his paper is “Public Health and 
the Physician in the Control of Syphilis and Gonor- 
rhea.” 

The Society extends a cordial invitation to physi- 
cians, medical students, nurses, social workers and 
all who are interested to attend this meeting. The 
speaking will begin at 7:30, and those who cannot 
be present at the dinner are invited to attend the 
meeting. The dinner will be $1.50 per plate. Reser- 
vations should be made on or before April 9, at the 
office of the Society, 1145 Little Building, Hancock 
3176. 


BOSTON SOCIETY OF ANAESTHETISTS 


The regular meeting of the society will be held 
Tuesday, April 6, at the Hotel Kenmore. 
Dinner at 6:30 p. m. 


-- 
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Business meeting~-at 7:45 p. m. 
Scientific meeting at 8:15 p. m. ° 
Speaker: Dr. E. A. Rovenstine, professor of sur- 
gery, New York University Medical College, De- 
partment of Anesthesia. 
Subject: Abdominal Reflex Complicating Anesthesia: 
Laboratory and Clinical Investigations. 
Physicians and medical students are cordially in- 
vited to attend. 
E. B. Fercuson, M.D., Secretary. 


GREATER BOSTON MEDICAL SOCIETY 
The next meeting of the Greater Boston Medical 
Society will be held in the auditorium of the Beth 
Israel Hospital, Tuesday, April 6, at 8:30 p. m. 
Subject: Evaluation of the Preoperative Risk in:— 
1. Cardiovascular Renal Disease. David Ayman, 
M.D. 
2. Pulmonary Disease. Joseph Goldman, M.D. 
3. Jaundice. Louis Paul, M.D. 
4. Intestinal Obstruction. Carl Bearse, M.D. 
Discussion: From the floor. 
Henry A. Kontorr, M.D., President, 
D. B. Steauns, M.D., Secretary. 


AMERICAN MEDICAL GOLFERS PLAY IN ATLAN- 
TIC CITY, MONDAY, JUNE 7 

The American Medical Golfing Association will 
hold its twenty-third annual tournament at the Sea- 
view Country Club, Atlantic City, on Monday, 
June 7. 

‘Thirty-six holes of golf will be played in competi- 
{jon for the seventy trophies and prizes in the nine 
events. Trophies will be awarded for the Associa- 
tion Championship, thirty-six holes gross, The Will 
Walter Trophy; the Association Handicap Cham- 
pionship, thirty-six holes net, The Detroit Trophy; 
the Championship Flight, first gross, thirty-six holes, 
The St. Louis Trophy; the Championship Flight, 
first net, thirty-six holes, The President’s Trophy; 
the Eighteen Hole Championship, The Golden State 
Trophy; the Eighteen Hole Handicap Championship, 
The Ben Thomas Trophy; the Maturity Event, limit- 
ed to Fellows over 60 years of age, The Minneapo- 
lis Trophy; the Oldguard Championship, limited to 
competition of past presidents, The Wendell Phil- 
lips Trophy; and the Kickers’ Handicap, The Wis- 
consin Trophy. Other events and prizes will be an- 
nounced at the first tee. 

Dr. W. Albert Cook of Tulsa, Oklahoma, is presi- 
dent, and Dr. E. S. Edgerton of Wichita, Kansas, and 
Dr. Clarence Capell of Kansas City, Missouri, are 
vice-presidents of the A. M. G. A., which was or- 
ganized in 1915 by Dr. Will Walter, Dr. Wendell 
Phillips and Dr. Gene Lewis and now totals 1,300 
members representing every state in the union. 

The Atlantic City Committee is under the general 
chairmanship of Dr. Walt P. Conaway, 1723 Pacific 
Avenue, Atlantic City, N. J.. who so ably managed 
the 1925 tournament at Seaview and the 1935 com- 
petition at the Northfield Club. He will be assisted 


by Drs. I. R. Beir, John Pennington, Karl Scott, Al- 
fred Westney and R. R. White. 

All male Fellows of the American Medical Asso- 
ciation are eligible and cordially invited to become 
members of the A. M. G. A. Write the Executive 
Secretary, Bill Burns, 2020 Olds Tower, Lansing, 
Michigan, for an application blank. Participants 
in the A. M. G. A. tournament are required to fur- 
nish their home club handicap, signed by the club 
secretary. No handicap over 30 is allowed, except 
in the Kickers’ Handicap. Only active members of 
the A. M. G. A. may compete for prizes. No trophy 
is awarded to a Fellow who is absent from the an- 
nual dinner. 

The twenty-third tournament of the A. M. G. A. 
at Seaview promises to be a pleasant affair. The 
club is one of the most elaborate in the country. The 
A. M. G. A. officers anticipate that some two hun- 
dred medical] golfers from all parts of the United 
States will play in Atlantic City on June 7. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
amphitheater (Shattuck Street entrance), Tuesday 
evening, April 6, at 8:15 p. m. 

PROGRAM 

Presentation of Cases. 

The Invisible Form of the Syphilitic Virus. Dr. 
Albert Bessemans, former rector of the University 
of Ghent, Belgium. 

Medical students and physicians are cordially in- 
vited to attend. 

MARSHALL N. Futton, M.D., 


— 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, APRIL 5 


Secretary. 


4 m. hysicians and medical students are cor- 
dially invited to attend e. —_ presented the 
Medica , Surgical an ic Services of the 


*8 on H. Houston 
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ure 
Merritt, mt the Am “Mallory 
4 Massachusetts Avenue, Bos- 


of Pathology, 


Tuesday, Arril 6— 

*9 a. m.-10 a. m. 25 Bennet 
Street, Boston. Diagnosis ‘Treatment of Cer- 
tain Hip Conditions. Dr. John D. Adam 

11:30 a Massachusetts General Hospital 
Herve Outpatient Departm 

*4:30 p. m. Tufts Alumni Lecture. ar College 
Medical School, 416 Huntington. Boston. 

*8:15 aR Harvard Medical Wi’ Peter Bent 
Brigham | Hospital (Shattuck Street 
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15 p. m. Society of Anaesthetists. 


Eye 


Hotel 
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mot the Beth Israel Hospital, Boston 
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2 p.m. Massachusetts General Hospital. Psychiatric] MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
Clinic, ow Depart May 11—Bear Hill Golf Club, Stoneham 
p. urgical ical Conference. y 
Dr. Cutler KENNETH L. MACLACHLAN, M.D., Secretary. 


April 8— 
m. Massachusetts General Hospital. 
“clinic Rounds. 
*9 a. m.-10 a. m. Boston Dispensary, 
— Boston. Allergy Clinic. 
n 


Circulatory 


25 Bennet 
Dr. Joseph Kap- 


1l Massachusetts General Hospital. Medical 
Rounds. 
12 Massachusetts Hospital. Clinico- 
pathological Confere 
Friday, April 9— 
*9 a. m.-10 m. Dispensary, 25 Benn 


a. Boston et 
Street, Boston. Enlargement of ihe Liver =~ 


Juveriile Diabetics. Dr. Alexander Marble. 
10 a. m. Massachusetts General Hospital. Fracture 
Rounds. 
Saturday, April 10— 
*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. are Case Presentation. Dr. 
J. Thannhause 


Christian. 


~~ *Open to the medical profession. 
tOpen to Fellows of apreteenemnen Massachusetts Medical Society. 


ge 1—Medical Clinic at the Peter Bent Brigham Hos- 
ital, at 3:30 p. m., by Dr. Henry A. Christian. 
Aprit 1—¥aulkner Hospital Clinical Meeting, 5 p. m. 


April 6—Harvard Medical Society. See page 582. 


April 6—Tufts Alumni Lecture, 4:30 p. m. at Tufts Col- 
lege Medical School, 416 Huntingon Avenue, Boston. 


April 6—Greater Boston Medical Society. See page 582. 
April 6—Boston Society of Anaesthetists. See page 581. 
April 8—Pentucket Association of pans. Hotel 
Bartlett, 95 Main Street, Haverhill, at 8:30 p. 
April 9, 16, and 23—Thomas William A ches Memorial 
Lectures. See page 535, issue of March 25. 
April 12—New England Heart Association. See page 581. 
| 12—Massachusetts Society for Social Hygiene. See 


Apri 
page 581. 
April 12-16—The Postgraduate Institute of the Phila- 

—_— Se nty Medical Society. See page 185, 

anua 

April 16—William Harvey Society, 8 p. m. in the Audi- 
torium of the Beth Israel Hospital, Boston 

April 21-24—American Societ Experimental Pathol- 
ogy. See page 1075, issue of 

June 7—American Medical Seton Play in Atlantic City. 
See page 582 

June 8—The American Neisserian Medical Society. See 

page 489, issue of March 18. 

- 8 pane 9—American Board of Obstetrics and Gyne- 
cology. page 78, issue of January 14. 

June 11- -18--Catholic Hospital Association. See page 488, 
issue of Marc 

July Fitth International Congress of Hospitals. 
See page 37, issue of January 7. 

aioe 5-8—American Public Health Association Meet- 
ing. New York City 

October bbe College of Surgeons. 


Chicago, 
Illinois. 


DISTRICT MEDICAL SOCIETIES 
ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


April 7—Essex Middleton. Clinic at 5 
Dinner at 7 p. m. S ker: Dr. Francis B. Trudea 
Saranac Lake, New York. * Sub 

cences of a Son of a Distinguish 


May ow Meeting. Salem Country Club. Speak- 
er: Dr. . Johnson of Beverly. ~ A Trip to the 
and Guatemala. (Illustrated 


R. E. STONE, M.D., Secretary. 
74 Lothrop Street, Beverly. 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Will meet at the Weldon in Greenfield at 11 a. m. the 
second Tuesday of May. 


MOLINE, M.D., Secretary. 


ect: Personal 
Father. (lllustrated.) 


Sunderland. 
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1 Bellevue Avenue, Melrose. 


NORFOLK DISTRICT MEDICAL SOCIETY 
Meeting. Details to be announced. 

The Censors will meet fos 2. examination of 
candidates on the first Thursday Fee of $10.00 
is payable at the time of Acplication blanks 
—_ be obta 

e, address and 


te of Candidat ica 
es Ww a - 
tions ore on file will receive proper notices. _ vo 
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BOOK REVIEWS 


Treatment in Psychiatry. Oskar Diethelm. 476 pp. 
New York: The Macmillan Company. $4.00. 
Within this century, psychiatry has gradually 

evolved and developed from a purely descriptive 
cataloguing of symptoms to a dynamic viewpoint. 
According to the author, modern psychiatry empha- 
sizes the personality type in which the symptoms 
appear and also the unconscious motivation of such 
symptoms. Based on this new viewpoint, the range 
of therapeutic possibilities in psychiatry has be- 
come greatly widened. The province of modern psy- 
chiatry comprises not only definite neuroses and 
psychoses, but likewise all malfunctioning of the 
personality, whether the minor reactions of every- 
day life or the more severe reactions and handi- 
caps. Treatment does not confine itself to psycho- 
therapy, but may also comprise the newer methods 
of physical and drug therapy. To the psychiatrist, 
therapeutic possibilities present themselves in every 
case, whether involving psychoses, neuroses or per- 
sonality disorders, so that they can be dealt with 
scientifically and not in a haphazard manner. The 
author of this volume justly emphasizes that the 
fundamental factors of a psychosis must be the first 
object of treatment, and yet, at times, symptomatic 
treatment may be of genuine value. All of the pa- 
tient’s complaints must be listened to and seriously 
investigated; psychiatric treatment begins with the 
first examination. 

The presentation of the material is based in great 
part upon a psychobiologic formulation of the per- 
sonality, according to the teachings and methods of 
Adolf Meyer. This psychobiologic psychiatry is in- 
terested in the total personality. It is this concept 
of the personality-as-a-whole, emphasizing uncon- 
scious mental processes as well as objective be- 
havior, that has revolutionized psychiatric treat- 
ment. It is the patient that suffers from the dis- 
ease who should be treated and not an isolated 
disease entity. The various chapters contain the 
essential outlines of the particular psychosis treated, 
in addition to forty-five detailed case histories, 
which show the wide range of therapeutic possibili- 
ties. Thirty pages are devoted to the treatment of 
schizophrenia alone and seventy pages to excite- 
ments and depressions. 

Reginning with a study of the personality and 


treatment in general, there is first discussed, in de- 
tail, the various psychotherapeutic procedures, such 
as suggestion, hypnosis, persuasion, re-education ana 
psychoanalysis. Concerning the latter, there is 
given only a minimum of theory, in so far as may be 
necessary for a constructive approach to analytic 
therapy. This is followed by Meyer’s presentation of 
the correction of personality difficulties on a psy- 
chobiologic basis, termed distributive analysis and 
synthesis, that is, an analysis of the patient’s com- 
plaints. symptoms and situations, the goal of treat- 
ment being a synthesis of the various factors and 
strivings that will offer the patient security. The 
remainder of the volume comprises the psycho- 
pathology and treatment of specific reaction-patterns, 
that is, the manic-depressive group, schizophrenic, 
paranoid, delirious and toxic reactions, the organic 
psychoses, epilepsy, the psychoneuroses, stuttering, 
tics. occupation neuroses, psychopathic personali- 
ties, compensation reactions, sexual difficulties, al- 
coholism and the drug addictions. A comprehensive 
and useful, annotated bibliography is appended tc 
each chapter. On the whole, this volume is a most 
comprehensive, practical and scientific treatise on 
psychiatric therapeutics and can be heartily recom- 
mended to all physicians who work in the field of 
psychiatry. 


The Thyroid: Surgery, Syndromes, Treatment. 
E. P. Sloan. 472 pp. Springfield and Baltimore: 
Charles C Thomas. $10.00. 


This book, divided into Part I dealing with technic, 
Part II dealing with therapy and Part III dealing 
with drugs, represents the viewpoint and deductions, 
largely, of an individual, who has spent the latter 
part of his life in dealing with thyroid problems. 
It does not lack, however, consideration of the 
viewpoint of others and represents, on the whole, 
a quite broad survey of the entire thyroid situa- 
tion. 

If there be a criticism to make of the book, it 
might be that the subjects are not presented in the 
most orderly sequence and that there is consider- 
able repetition in the discussion of the various 
phases of the different thyroid states. 

Under technic the reviewer does not find himself 
in agreement with the method of doing subtotal 
thyroidectomy without cutting muscle. It has al- 
ways seemed to him that subtotal thyroidectomy 
involves not only an operative procedure that is 
dangerous to life but one that is particularly dan- 
gerous to the parathyroids and to the recurrent 
laryngeal nerve, injury to either of which results, 
on the cne hand, in tetany, a most trying and ob- 
jectionable state both from the point of view of the 
patient and the surgeon, and, on the other, in changes 
in the voice and limitation in the glottic space, a 
condition that is also not only disagreeable but dis- 
tinctly hampering to the patient’s comfort and ac- 
tivity. For these reasons, the reviewer has always 
felt that wide exposure, so that the surgery could 
be done under adequate vision, more than justified 
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any slight discomfort resulting from cutting the 
muscles. In fairness, however, to the author’s views, 
it must be stated that many capable surgeons par. 
ticularly interested in thyroid operations employ 
subtotal thyroidectomy without muscle severing. 

One notes that the question of intractable exoph- 
thalmos with the dangers of blindness might well 
have been stressed to greater advantage. It is not 
widely known that lid pressure in exophthalmos so 
often results in loss of nourishment to the eye and 
complete slough of both eyes. Neither is it widely 
known that the most intractable type of exoph- 
thalmos appears not with hyperthyroidism but, not 
infrequently, with postoperative myxedema. 

On page 168, risks are graded into one, two, three, 
four, five and six. The reviewer feels that it is 
almost impossible to set down in words a descrip- 
tion of any patient with hyperthyroidism that can 
be standardized into an arbitrary group of grading; 
and, while this does not appear in the text, he feels 
sure that Dr. Sloan would agree, were he living, 
that the constant contact with a large group of 
these patients seriously ill with hyperthyroidism 
is really the only factor that makes possible ade- 
quate appreciation of the grade of their risk. 

On page 177, in a discussion of pregnancy, it is 
stated that subtotal thyroidectomy is indicated dur- 
ing the first four months of pregnancy, that it may 
be done as an emergency between the fourth and 
sixth months, but that after the sixth month it is 
contraindicated. The reviewer does not find him- 
self in agreement with this position. If hyper- 
thyroidism has progressed to a serious state, it is 
his belief that the danger to life from a prolonged 
labor requiring a general anesthetic is such that 
any risk for the life of the baby is well worth 
while. Furthermore, it is not the reviewer's experi- 
ence that subtotal thyroidectomy, even in fairly ad- 
vanced stages of pregnancy, results in many mis- 
carriages or loss of many babies’ lives. 

Illustrations of x-ray burns are shown in the 
text, one presumes, as an argument against x-ray 
therapy. X-ray therapy today is not widely em- 
ployed in the treatment of hyperthyroidism; yet, 
in its defense, it is but fair to say that one could 
undoubtedly present just as bad results from im- 
proper surgery by inexperienced operators. In the 
hands of skilled roentgen-ray therapists there is 
little danger today of dosage that will result in 
scarring or telangiectasis. On the other hand, sur- 
gery can so certainly, so completely and so prompi- 
ly restore these patients to health with such a 
trivial mortality that it needs no further argument 
in its favor, the reviewer believes. 

Under the heading of Adenomata one finds the 
statement that but 38 per cent of cancer of the 
thyroid originated in true adenomas. Such a state- 
ment does not correspond with the reviewer’s ex- 
perience and, yet, may very well be explained by 
the difference in locality. In the reviewer's ex- 
perience, 96 per cent of all the cancer that he has 
seen has originated in previously existing benign 
adenomas; on the other hand, in this community, 


where adenomas are relatively rare, discrete tu- 
mors of the thyroid are easily distinguished and 
diagnosed as embryonal or fetal adenomas. In IIli- 
nois, where goiter tends to be endemic, there are 
many multiple adenomas that are perhaps not 
true tumors, and this may explain the low inci- 
dence of malignancy in those patients having ade- 
nomatous goiters. This is a good example of the 
fact that, in interpreting an author's viewpoint, one 
should always relate it to the community in which 
he practices. 

Under the heading of Adenomata and Malignant 
Degeneration are mentioned the benign, metasta- 
sizing types of adenoma of the thyroid. This is a 
condition with which all who are interested in thy- 
roid states are familiar, and it is well brought 
out in this book. One point first demonstrated in 
this country by Dr. Allen Graham of Cleveland and 
not mentioned is that, in the presence of these met- 
astasizing adenomas, erosion of the intima, par- 
ticularly of the vessels beneath the capsule, is fre- 
quently found, with the adenomatous tissue pro- 
jecting into the lumen of the vessel. 

Under Aberrant Thyroid the discussion deals large- 
ly with those central, aberrant thyroids originating 
from the true tract of the thyroid descent. It is 
stated that aberrant thyroids are found more rarely 
in the lateral anterior cervical region. That this is 
not an unusual state is demonstrated by the fact 
that the reviewer has seen 17 such lateral] aberrant 
thyroids. It is further important to have the pos- 
sible presence of lateral aberrant thyroids in mind 
because of the fact that they are all papilliferous 
in character and, therefore, of potential malignancy. 

Perhaps the most beautiful section of the book 
is that portion dealing with anatomy. The illus- 
trations are of a high standard. The fascial planes, 
in which Dr. Sloan was particularly interested, are 
well and beautifully demonstrated. This section of 
the book will particularly interest anyone who is 
experienced in thyroid surgery. 

The section on Anesthesia adequately covers the 
field but was written at the time when ethylene had 
attained its popularity and probably before cyclo- 
propane had come into vogue. Cyclopropane, today, 
with its high oxygen mixture, at least three to four 
times that of ethylene, has replaced or will replace, 
in most thyroid surgeons’ hands, anesthesia by 
ethylene. 

The book is closed with a historical chapter start- 
ing with the pre-Christian era and carrying the 
reader up to recent years. This chapter merges 
into the history of the Sloan Clinic and from that 
to the origin of the clinical meetings associated with 
the Sloan Clinic, from which originated the Amer- 
ican Association for the Study of Goitre. 

There is much of value in this book for anyone 
that is interested in thyroid problems, and, if one 
may be mildly critical of certain aspects of the 
book, it has to recommend it the great asset, which 
the reviewer has always admired, that it is not a 
compilation but represents deductions from a large, 


personal experience. 
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Exophthalmic Goiter and Its Medical Treatment. 
Israel Bram. 456 pp. Second Edition, Completely 
Revised and Enlarged. St. Louis: The C. V. Mosby 
Company. $6.00. 


The writer reviewed this book when it was first 
published in 1920 and is, therefore. familiar and 
impressed with its improvement. 

The original book was chiefly concerned with argu- 
ments against the surgical treatment of hyperthyroid- 
ism. The present book concerns itself less with any 
bias as to the methods of treatment and more with 
a general discussion of hyperthyroidism. 

The various symptoms of hyperthyroidism are dis- 
cussed in separate chapters with frequent and appro- 
priate references to the literature, and with each 
chapter there is a quite complete bibliography. The 
newer laboratory tests and blood findings are all 
amply discussed. The nonoperative methods of treat- 
ment, as one expects in this book, are particularly 
stressed but the discussion is reasonable and one 
notes approvingly the omission of mention of a goiter 
strap or collar that appeared in the earlier edition. 
A chapter is devoted to psychotherapy which has 
always been the main prop upon which the author 
has supported his contention for the conservative 
method of treating hyperthyroidism. A series of 
cases, fifty-five in number, is appended at the end 
of the book and illustrates the various aspects of 
thyroid disease with many before-and-after photo- 
graphs. The reviewer has never felt that this before- 
and-after demonstration of individuals was the best 
method of demonstrating results. 

While the reviewer cannot subscribe to all of the 
views in this book, particularly those that relate 
to treatment, nevertheless, it is a book well worth 
reading for anyone interested in thyroid disease. 
It is also valuable in that the reader will be able 
to obtain a viewpoint other than the surgical one 
which is now so universally accepted; and whether 
or not one agrees with Dr. Bram’s frankly stated 
contention that hyperthyroidism can be cured by 
nonoperative measures, it is desirable for everyone 
to be familiar with both sides of the question. 


A Textbook of Bacteriology and its Applications. 
Curtis M. Hilliard. Revised Edition. 339 pp. 
Boston: Ginn & Company. $3.50. 


A revision of this book has brought its contents 
up-to-date. The chapters on The Yeasts and The 
Public Health Laboratory have been rewritten; and 
sections on the Life Cycles of Bacteria, How Bacteria 
Cause Disease, The Bacteriophage, The Acute Food 
Infections, and some others, have been added. The 
classification of the organisms has been revised to 
conform with the Manual of The American Society 
of Bacteriologists; and the standard methods of 
water and milk examinations to conform with the 
recommendations of the American Public Health 
Association. The original text included the history 
of microbiology, methods for the study of bacteria, 
fermentation, food preservation, ‘he mechanism of 


infection, immunity, the respiratory and alimentary 
diseases, and other subjects. 

The information given in the text is very general, 
and thus the book may serve as a ready reference 
in elementary bacteriology. Photographic repro- 
ductions, as well as wood cuts, facilitate in the under- 
standing of, as well as adding interest to, the text. 
It is a work that should be especially valuable to 
those first making a study of this science. 


Reports on Chronic Rheumatic Diseases. Being the 
Annual Report of the British Committee on 
Chronic Rheumatic Diseases Appointed by the 
Royal College of Physicians. Number 2. Edited 
by C. W. Buckley. 140 pp. New York: The Mac- 
millan Company. $3.50. 


This second volume of the British Report on 
Chronic Rheumatic Diseases is less a “report” than a 
book containing ten separate papers bound together 
without any particular, systematic cohesion. These 
papers include the usual barren discussions of rheu- 
matic classification and nomenclature; the pros and 
cons of “focal” infections as recognized or unrec- 
ognized etiologic factors in arthritis; short reviews 
of studies of bacteriologic, biochemical and metabolic 
joint tissue changes; and some observations on gold 
therapy. 

There is a review of the Psychological Aspects of 
Chronic Rheumatic Joint Disease. This article is 
inconclusive and somewhat unsatisfactory, but its in- 
clusion is a forward step, because until this side of 
the arthritic problem (knowledge of the individual 
patient’s personality and psyche) is taken into ac- 
count, no arthritic study or research can be com- 
plete. 

It is of interest that a British report should in- 
clude an article by an American. Hench presents a 
condensed review of the American literature on 
rheumatic disease published in the past four years, 
which as a “rheumatic digest” has value. 

We live in an era of specialization and this book 
emphasizes that each specialist should do a thor- 
ough job in his own field instead of spreading him- 
self too thin over several fields, that is, the bac- 
teriologist and pathologist may search for etiology 
of a disease in the laboratory and autopsy room, 
while the practicing physician studies the individual 
patient and carries out appropriate treatment. 
Proof of results in both fields may lie in a third 
group (if neither of the first two has time for it), 
that is, in the close follow-up study of each patient 
through the years of life. Such a neutral, liaison 
group may serve to fill a definite need in the prac- 
tice of medicine today, by evaluating accurately the 
laboratory man’s etiologic findings and the success 
of the clinician’s treatment, and by supplying to ap- 
Plicants from both groups information obtained in 
such follow-up studies. 

This book should appear on the shelves of a stu- 
dent of arthritis who wishes to keep his collection 
of publications on the subject up-to-date; but for 
practical everyday use it offers nothing new or of 
outstanding value. 
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